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SOME ASPECTS OF PERTUSSIS IMMUNIZATION.* 


By Dorotrny GEppP, 


Medical Research Officer, The Children’s 
Hospital, Melbourne. 


Wuoorprtnc coucH, as all who have seen it know, is one 
of the most distressing complaints of childhood and also, 
in infancy, one of the most dangerous. The difficulty in 
controlling this disease depends on the high degree of 


communicability, due mainly to the profuse dissemination . 


of pertussis bacilli before diagnostic clinical symptoms are 
well established. Fortunately carriers are rare in this 
disease. The high degree of susceptibility of children, 
the high mortality rate in infants and the frequency and 
seriousness of chronic pulmonary sequele make the problem 
of the control of the disease one of pressing importance. 
To stress this point I shall give you a few facts and 
figures, including some from the Health Department of 
the City of Melbourne, made available to me by Dr. 
Hilda Bull. 

Infants are susceptible to the disease from birth; no 
immunity is transmitted from the mother. The mortality 
rate for infants aged under three months is considered 
to be 50% and for the first year of life 25%. The general 
mortality rate, according to Sauer,” is one death to every 
39 cases; but I should say, in the absence of any available 
figures, that our mortality rate is not nearly so high as 
this. 


In America,” where deaths from diphtheria have 
declined by 77% since 1900, the drop in the pertussis 
mortality rate has been only 41%. 


1Read at a meeting of the Melbourne Pediatric Society on 
August 14, 1940, at Melbourne. 


In Victoria the average number of deaths per year of 
infants aged under one year,” for the twenty years ending 
1936, was 46 from pertussis, as compared with nine from 
diphtheria, five from measles and 0-5 from scarlet fever. 
These figures show that of the infectious diseases whooping 
cough is by far the most potent cause of infantile death. 
It accounts for 2-2% of the total deaths of infants under 
one year of age. 

Schick defined immunity as “the ability of an organism 
to counteract in a specific way the bacterium or virus 
so that no symptom of disease appears’. 

It is to ascertain the best means of establishing this 
immune state in children as regards the Bordet-Gengou 
bacillus, which is now regarded as the sole etiological 
agent in pertussis, that our efforts in the whooping cough 
clinic at this hospital are directed. The research was 
started by Dr. Stanley Williams, and much valuable work 
was done by him; it has now unfortunately been inter- 
rupted by his military activities. Before trying to tell you 
something of the work I would like to review briefly some 
of the investigations and conclusions of overseas workers 
on this subject. 

Since the discovery of the etiological agent by Bordet 
and Gengou in 1906, numerous attempts have been made 
to handle this disease specifically—before exposure, during 
exposure and after symptoms have appeared. 

In the early years there was no uniformity in the type 
of vaccine, mode of administration or dosage; consequently 
recorded results were conflicting and confusing. Until 
1933 all the vaccine used had been prepared from stock 
laboratory cultures. Since then, following on the work of 
Leslie and Gardner,“ who demonstrated the existence 
of different cultural phases of the organism, it has been 
generally recognized that a vaccine to be potent must be 
prepared from freshly isolated strains. This fact, together 
with the use of much larger doses of very concentrated 
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vaccine, accounts for the general change of opinion as 
regards its value as an immunizing agent. Prior to 1929 
a total of ten billion organisms was considered a tremen- 
dous dose. Now anything up to 120 billion organisms is 
given. The average dose now used is 80 billion organisms— 
that is, eight cubic centimetres of vaccine containing 
10 billion organisms per cubic centimetre. I should like 
you to remember these figures, as they are of significance 
throughout this paper. 

Investigations in the employment of this vaccine have 
been carried out, first, with regard to its use as a thera- 
peutic agent—that is, when used at any time after the 
onset of the initial catarrhal cough; secondly, as a prophy- 
lactic agent—that is, when given after exposure to 
infection, but before the onset of any symptoms; and 
thirdly, for purposes of immunization, before any exposure 
to infection. I shall deal with these in turn. 

First, with regard to vaccine therapy. Sauer,” the 
foremost American authority on pertussis, considers the 
vaccine of use only as an immunizing agent. Madsen, in 
Denmark,® on the other hand, reports that there is almost 
universal agreement among practitioners of his country 
that, if it is used early in the disease, whooping cough 
vaccine shortens the course of the disease and mitigates its 
symptoms. My impression of the vaccine is that as a 
therapeutic agent it is of little value; but impressions are 
dangerous, and until our figures are available I should not 
be prepared to express a definite opinion. One thing, 
however, is reasonably certain, and that is that once 
the characteristic whoop has made its appearance, vaccine 
therapy is of no value. Some success has been lately 
reported in the treatment of the established disease by 
passive immunity methods,” that is, by injections of 
convalescent serum. The serum is naturally difficult to 
obtain in any quantity, and so work is being done on the 
production of hyperimmune serum obtained by the vac- 
cination of adults who have previously suffered from 
whooping cough. Passive immunity, according to various 
investigators,” is established when intimately exposed 
infants are promptly injected with convalescent serum 
before the paroxysmal stage has developed. When neither 
of these types of serum is available, the injection of 
slightly citrated whole blood from an adult who has 
suffered from the disease is considered worthy of a trial, 
especially for young infants, for whom the danger of a 
fatal outcome is considerable. The amount used is 20 
cubic centimetres, 10 cubic centimetres being given into 
each buttock. 

Specific horse antiserum has been tried by Bordet; 
but it is of doubtful value, and so has been abandoned 
owing to the various dangers attending its use, namely, 
serum sickness, anaphylactic phenomena and the danger of 
sensitization to horse serum. 

On the subject of prophylaxis, which, as I have said 
before, is here taken to mean vaccination after exposure 
but before the development of symptoms, there has been 
only one major investigation,” and that was in 1923, 
before Sauer introduced the Phase I vaccine. Nevertheless, 
it is an interesting story. An epidemic of pertussis broke 
out in the Faroe Islands off the coast of Norway, where 
there had been no whooping cough for seven years, so 
when the disease reappeared it found a large proportion of 
susceptible individuals. Though there was no sure prophy- 
lactic effect, the mortality from the disease was twelve 
times as great in the non-vaccinated as in the vaccinated 
group. 

I pass on to the third and most important group of 
investigations, namely, those on immunization proper— 
that is, in advance of exposure. 

In 1929 Madsen reported the result of immunization 
of portion of the population of the Faroe Islands before 
the onset of the second epidemic. Of the vaccinated group, 
25% escaped the disease, whereas only 1:8% of the non- 
vaccinated avoided it. The vaccine used was prepared 
from Phase I organisms; but the dosage was comparatively 
small; only 22 billion organisms were given, which would 
apparently account for the small percentage of vaccinated 
persons protected. In 1926 Sauer® and his associates 
modified the technique of production of the vaccine, and 


between 1928 and 1932 carried out an investigation on 394 
selected young non-immune private patients, using a total 
dose of 70 to 80 billion organisms. As far as could be 
ascertained, not one of these children contracted the 
disease, although the majority were definitely exposed to 
infection and 34 were in intimate contact with the disease 
in their brothers or sisters. Since 1932 the Phase I 
vaccine has been produced commercially in America,” 
although this was not made available to physicians until 
the commercial form was found to confer immunity on a 
high percentage of children. Further work by Sauer and 
his associates has been carried out at Evanston since 
1934; 1,377 infants and young children of an average 
age of nine months have been vaccinated. To date 
(January, 1939) a total of only 10 children have contracted 
whooping cough more than three months after injection, 
figures which seem convincing proof of the value of this 
method of immunization. You will note the fact that Sauer 
claims success for the vaccine only as an immunizing 
agent, and takes his figures for success or failure of his 
method only after three months have elapsed from the 
time of vaccination, meaning that a safe state of immunity 
takes at least three months to develop. In Evanston, 
for the decade ending 1933, the average yearly city total 
of reported cases of pertussis was 334.” In 1936 the 
total was 91; only one case was in a vaccinated child, and 
in this child the disease developed shortly after vaccina- 
tion. The remaining 90 cases were in non-vaccinated 
children. These figures can be compared with the well- 
known statement for Toronto with regard to diphtheria 
immunization, and show what can be done to protect the 
child population from whooping cough if suitable methods 
of immunization are adopted. 

Various other workers report comparable successes with 
vaccination. Kendrick,” in a series of over 2,000 cases, 
reports that only 11-9% of vaccinated children subsequently 
exposed to infection contracted pertussis, while 88-1% 
of the unvaccinated control group developed the disease. 


| Lansdown,” in a review of the literature, concludes that 


Phase I vaccines in use today seem to be effective in at 
least reducing the chances of the child’s developing 
whooping cough when administered four months or more 
before exposure to infection. Professor Park,™ of New 
York, observed “a marked reduction in the number of 
cases among the children that were vaccinated—as com- 
pared with unvaccinated controls. Pertussis immunization, 
with potent vaccine and adequate dosage seems desirable.” 
Here we have, admirably expressed, the essentials of active 
immunization in this disease—an adequate dosage of potent 
vaccine. 

The general conclusions of the American Academy of 
Pediatricians, which met in California in June, 1938,” 
were as follows: 


1. Pertussis vaccine produced according to standards 
described will actively immunize about 85% of young 
children who have not been exposed to the disease. 

2. The 15% of vaccine-immunized children that later 
develop the disease will have a milder attack than children 
who have not received the vaccine. 

These facts and figures from overseas are surely convincing 
evidence that pertussis immunization is of practical value. 

With regard to our work here, in the past, in the out- 
patient department of this hospital, a vaccine was tried 
out both prophylactically and therapeutically. Very incon- 
clusive results were recorded; no appreciable benefit from 
the vaccine was evident. The vaccine used contained a 
relatively low concentration of pertussis bacilli, which 
were, moreover, prepared from stock cultures and were 
not of the Phase I variety. The general use of this original 
vaccine with uncertain results was, I suspect, partly 
responsible for the disrepute into which this valuable 
method of protecting children from whooping cough has 
fallen. And one of the points which I wish to stress 
tonight is that the vaccine which the Commonwealth Serum 
Laboratories now puts out is entirely different and pro- 
duces, I believe, entirely different results from _ the 
original vaccine. 

Perhaps a word of explanation on the significance of the 
different phases of the organism might be useful. On 
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isolation from the human body the organism is present in 
the form which has been proved to be the most valuable 
in producing active immunity—that is to say, in the most 
active antigenic phase.“” On repeated subculture the 
bacillus passes through different phases, four of which are 
recognized as being antigenically distinct; the first two are 
virulent for guinea-pigs, and the last two are harmless. 
For the production of a potent vaccine the organism must 
be present in Phase I, and this fact is, I understand, 
responsible for the relatively high cost of the vaccine. 

During the past three years children attending the 
out-patient department of this hospital have been given 
the Commonwealth Serum Laboratories pertussis vaccine, 
Phase I, “C” strength, a total minimum dosage of eight 
billion organisms being used. Unfortunately, most children 
have attended the hospital because of contact with a patient 
suffering from the disease or after a cough has actually 
appeared, so that the major part of our investigation so 
far has been either therapeutic or prophylactic, not 
immunizing. However, two years ago Dr. Williams vac- 
cinated some 250 infants in various babies’ homes in the 
city, and at the end of this epidemic, when these patients 
are followed up, the figures available should be instructive. 

Some practical details as to the administration of the 
vaccine may be helpful. Two vaccines are available, namely, 
the Commonwealih Serum Laboratories Phase I vaccine, 
of which I have already spoken, and the Sauer vaccine, 
put up by Parke, Davis and Company. The iatter is 
recommended to be given in three injections of respectively 
two, three and three cubic centimetres in divided doses— 
that is, half into each arm—at intervals of one week” 
On the few occasions on which I have used this vaccine 
these injections have been followed by a somewhat painful, 
though transient, local reaction. In any case, on purely 
theoretical grounds, I am in favour of using the local 
strains of organisms found in the Commonwealth Serum 
Laboratories product. 

The dosage generally adopted here is given in a series 
of five injections at weekly intervals, commencing with 
0-5 or 0-75 cubic centimetre, according to the age of the 
child, and working up to a maximum of 2-5 cubic centi- 
metres, to make a total of 8-0 cubic centimetres. The 
usual series is 0-75, 1-25, 2-0, 2-0 and 2-0 cubic centimetres. 
On occasions I have given 3-0 cubic centimetres as a final 
injection without ill effect. In America, until a child is 
past the danger age, a subsequent yearly dose of 30 billion 
organisms is advocated, as the duration of the immune 
state following vaccination has not yet been definitely 
determined, although an experiment by Kramer“ seems 
to indicate that it is at least two years. Sauer is now 
advocating the use of double strength vaccine™—that is, 
20 billion organisms per cubic centimetre—and a new 
dosage depending on the age of the child, as some failures 
were noted in older children given the original total of 
80 billion organisms. Children under two years of age 
are given 5-0 cubic centimetres, a total of 100 billion 
organisms, while children aged over two years are given 
6-0 cubic centimetres, a total of 120 billion organisms. 

The injection should be given away from the site of 
previous diphtheria toxoid injections or smallpox vac- 
cination, and should be strictly subcutaneous, as investiga- 
tion shows that this site gives the best antigenic response 
as determined by the resultant agglutination titre. Intra- 
cutaneous injections produce painful reactions and intra- 
muscular injections are often ineffectual. 

As pertussis is fatal only during the first few years of 
life, preventive vaccination should be undertaken as early 
as active immunization is likely to result. The earliest 
age at which immunization may be safely and effectively 
undertaken has not yet been ascertained. However, two 
groups of infants aged respectively under two months and 
from two to six months are being investigated in America 
at present from this point of view. Present opinion™ is 
that the optimum time for immunization is in the second 
half-year of life, when the child is about eight or nine 
months old. 

Parents should be forewarned that a transient local 
reaction with some redness and tenderness may follow an 


injection, although in my experience this is not very | 


common with the Commonwealth Serum Laboratories 
vaccine. In any case, this usually subsides within a few 
hours. Local induration or a subcutaneous nodule may 
persist for a week or more. More severe general reactions 
do rarely occur in the form of transient rise of temperature 
with some malaise, and recently in my personal experience 
some gastro-intestinal upset has been observed, especially 
in infants. Serious general reactions are, however, 
practically unknown. 

Failure may result from one of the following factors: 
inability to develop antibodies from premature exposure, 
loss of immunity due to improper spacing or intercurrent 
disease, insufficient dosage for age, error in administration 
(for example, deep injection instead of subcutaneous). 


In our clinic the expense of the vaccine is a serious 
drawback to our work, each series of injections costing 
approximately ten shillings. Dr. Dale and his health 
department have helped us considerably by- agreeing to 
bear the expense of immunizing any children from the 
Melbourne city area. Were the funds available, I should 
like to start routine immunization of all children under 
the age of three years attending the hospital. As the 
general opinion seems to be that immunity following vac- 
cination takes three or four months to develop, it is 
definitely desirable that immunization should be under- 
taken as a routine measure in infancy and not as a last- 
minute precaution when an epidemic flares up, as is at 
present being done. If such routine immunization were 
carried out, perhaps there would be no epidemics. Failing 
the execution of this counsel of perfection—it seems that 
the authorities are not yet willing to take such steps— 
it is in the hands of practitioners and pediatricians 
especially to use the vaccine and to recommend its use in 
order to help protect the children of our State from this 
serious disease. 
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IRRATIONAL MEDICAL PRACTICE? 


By HENRY PRIESTLEY, 
Sydney. 


A GREAT deal of medical treatment is of necessity based 
on empiricism, and much of it can be shown to be quite 
irrational. Many substances are used merely because they 


1Read at a meeting of the Royal Australasian College of 
Physicians, September, 1940, at Sydney. 
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have been used for a very long time and the reason for 
their use has either been forgotten or was never known. 
Without carefully controlled experiments it is so easy to 
deceive oneself that a particular form of treatment is 
helpful. With substances of comparatively recent intro- 
duction it is easy to believe the very plausible and often 
attractive literature so copiously distributed by the drug 
firms. When we are tempted to make merry over the 
gullibility of the public, let us remember that shrewd 
business men attribute to us a share of the same 
commercially desirable quality. 

In what I am going to say I shall restrict myself to 
substances used for treatment which may be considered 
normal constituents of the human body. By doing this I 
hope to show that even a biochemist may discuss medical 
treatment with an august body of physicians. 

One of the prevailing medical fashions is the very 
extensive use of glucose for all sorts of conditions. Here 
the commercial production of glucose in a relatively pure 
crystalline form has no doubt played a part. It is curious 
to note that glucose syrup was added to honey a few 
years ago to make a cheaper product and that this was a 
legal offence. Now glucose is added to honey to enable 
the honey to be sold at a higher price. Are there any 
advantages in giving glucose either by itself or in glucose- 
enriched foodstuffs or sweets? Something like 50% of the 
dry matter of an ordinary diet consists of starch, and 
starch is very readily and rapidly digested in the human 
intestinal tract, the sole product being glucose. Glucose 
is absorbed from the intestinal tract at a definite rate 
which is independent of the amount present, so that the 
addition of a little more makes no difference to the amount 
absorbed in a given time. 

Cane sugar, too, is hydrolysed with extreme rapidity to 
glucose and fructose, and so far as the body is concerned, 
fructose is almost equivalent to glucose—indeed, liver 
glycogen is formed more rapidly from fructose than from 
glucose. I fed groups of students with equivalent amounts 
of glucose, cane sugar, boiled starch and raw starch and 
obtained the same types of blood sugar curves with all 
these carbohydrates. I recognize that glucose is somewhat 
less irritating to an inflamed stomach than cane sugar 
and can sometimes usefully be employed instead of cane 
sugar for sweetening; but it is not this aspect of the 
glucose question I am considering. 

It is to be remembered that, with an ordinary diet, the 
body will contain not less than 400 grammes of glycogen 
available for metabolic processes. At a metabolic rate of 
100 Calories per hour, exclusively from carbohydrate, only 
25 grammes of glucose per hour would be consumed. A 
quite considerable burst of energy would not result in 
serious depletion. There are, of course, cases of 
hyperinsulinism and so on, in which extra carbohydrate 
is required; but even here, except in emergency, glucose 
offers no advantage over starch and cane sugar. There can 
be no excuse for adding glucose to sweets, for apart from 
the very rapid hydrolysis of cane sugar in the intestine, 
any sweet which does not crystallize has already a large 
part of the added cane sugar in the invert form, glucose 
and fructose. 

Another medical fashion, again much fostered by 
advertising literature, is the extensive use of various calcium 
salts. The normal calcium content of the blood serum 
is nine to eleven milligrammes per 100 cubic centimetres, 
and there is a large, relatively mobile store of calcium in 
the bones. So long as the calcium content of the blood is 
within the normal range there can be no reason for the 
administration of calcium salts, for the blood is in 
equilibrium with the tissue fluids and these with the tissue 
cells. One cannot increase the content of calcium in the 
blood above the normal, excepting momentarily, by the 
administration of calcium salts by mouth, even in very 
large doses. The common procedure of giving five to ten 
grains of a calcium salt (such as calcium lactate, which 
contains 13% of calcium, or calcium gluconate, which con- 
tains 9% of calcium) can have no definite effect on the 
calcium content of the blood or tissues, unless, of course, 
there is a pronounced deficiency of calcium in the diet, in 


which case there will almost certainly be a deficiency of 
other things as well. There does not seem any very good 
reason for giving any manufactured calcium salts, except 
in emergency, when we have in milk such an excellent 
source of readily assimilable calcium. It is not generally 
realized that one ounce of cow’s milk is equivalent in 
calcium content to about five grains of calcium lactate 
and seven and a half grains of calcium gluconate, or one 
pint of milk is equivalent to about 150 grains of calcium 
gluconate and 100 grains of calcium lactate. The calcium 
of milk is at least as readily assimilable as that in calcium 
gluconate or calcium lactate. Further, in milk there is a 
proper balance of calcium and phosphate. A noted London 
physician recommends the administration of 10 grains 
of calcium gluconate every four hours in liver disorders. 
This is equivalent to about six ounces of milk if four doses 
are given. 

Another group of substances, perhaps not so commonly 
used now as previously, but, to judge from samples I 
receive, still considerably prescribed, is the group of 
glycerophosphates and also the hypophosphites. The use 
of these was based on entirely false ideas about the 
phosphorus requirements of nervous tissues. There are 
in the intestinal juice and, to a still greater extent, in 
the intestinal mucosa and in the blood, enzymes which 
very rapidly break down glycerophosphates to phosphates 
and glycerol; so the effect of administration of glycero- 
phosphates is the same as that of ordinary phosphates, and 
that is negligible, for rarely are phosphates deficient in the 
diet, at any rate of adults. Hypophosphites are absorbed 
unchanged and excreted in the urine unchanged. 


A recent advertisement is for a mixture of glucose, 
ealcium gluconate, glycerophosphate and calciferol. It 
states: 

The tonic value of X is unquestionable. Being a food as 
well as a tonic X provides the physician with a useful 
prescription for use over a wide range of affections. 

This stuff must be prescribed, or it would nor pay to 
advertise it. 

This brings us to the very widespread misuse of 
vitamins. Undoubtedly the best source of the different 
vitamins is a good mixed diet. Except in the case of 
vitamin D deficiency in children there is rarely an uncom- 
plicated single vitamin deficiency. Great quantities of 
vitamin D preparations are prescribed generally, I imagine, 
in the hope that something will happen. There is no 
evidence that vitamin D has to do with anything except the 
metabolism and, in particular, the absorption of calcium 
and phosphorus. Uniess there is evidence that these are 
defective, there can be no excuse for giving vitamin D 
whether by itself or with other things. Practically, 
vitamin D is effective only in the prevention and treatment 
of rickets and in the very rare osteomalacia. Properly 
controlled investigations have failed to show any value in 
any other conditions, even in tuberculosis. In adults in 
particular, in this climate, there can very seldom be any 
indication for its use. 

Vitamin A is concerned with the integrity of epithelial 
structures, and is in no real sense anti-infective. Careful 
investigation has not shown that it has any value in the 
prevention or treatment of respiratory disorders. The 
relation of vitamin A to visual purple is an interesting 
one, and in fact the earliest indication of vitamin A 
deficiency seems to be some degree of night-blindness. 
This is not very common, and the more severe symptoms of 
deficiency are very rare among white people. A large 
part of our vitamin A supply comes from the carotenes of 
vegetables and fruit, and in some disease conditions there 
seems to be some deficiency in the conversion of carotene 
to vitamin A in the liver. In these cases vitamin A therapy 
may be indicated, but they are rare. Milk, butter and 
eggs contain a large part of the vitamin in preformed 
condition and are excellent sources. 


Considerable deficiency of vitamin B, leads to beriberi. 
Smaller deficiencies have been said to result in a large 
variety of conditions; but the evidence is not at all good. 
Vitamin B,, or thiamin, is a constituent of cocarboxylase, 
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which is necessary for the final stages of the oxidation 
ef carbohydrates in the body. In thiamin deficiency 
pyruvic acid—one of the intermediaries in carbohydrate 
oxidation—is not further attacked and accumulates in the 
body. The main effects of the breakdown in carbohydrate 
metabolism are seen in the brain and heart. Other tissues, 
no doubt, also show some changes, but these are not so 
evident. There appears to be some relationship between 
the Calories used by the body and the amount of vitamin 
B, required. If the Calories consumed come from such a 
source as alcohol in any large measure, there may not be 
sufficient thiamin in the diet and neuritis results. Here 
the administration of thiamin has excellent results. Other 
types of neuritis are also frequently favourably affected 
by thiamin therapy. Apart from these, there seem to be 
no reasonable indications for the administration of 
thiamin. If it is deficient, then the diet is wrong, there 
are certainly other deficiencies as well, and the diet should 
be corrected. 


Vitamin B., or riboflavin, forms a constituent of a 
number of substances in the tissues associated with, and 
necessary for, oxidation processes. Deficiency of riboflavin 
is rare in man, for it is widely distributed in foodstuffs. 
There are no indications that administration of riboflavin 
by itself has any value except in these rare cases, and 
here an improvement in the diet is usually all that is 
necessary. Commonly in vitamin B, deficiency there is a 
partial deficiency of riboflavin, and its use is sometimes 
useful here. 

The association of vitamin C with scurvy is, of course, 
well known, but degrees of deficiency insufficient to cause 
scurvy sometimes occur, although not nearly so commonly 
as some believe. This condition is not unlikely to occur 
when some of the special diets for the treatment of gastric 
and duodenal ulcer are used. Ascorbic acid is readily 
destroyed by alkalis and the administration of large 
amounts of alkalis reduces the already low content of 
ascorbic acid in these diets. Care should be taken to supply 
a good source in the diet, but pure ascorbic acid itself is 
not often necessary. In other cases, if there is a deficiency 
of ascorbic acid, the diet is deficient, and it is more 
rational to attend to this than to give ascorbic acid. There 
are no reliable indications that the administration of 
amounts of ascorbic acid in excess of what is present in a 
good diet is of any value in any condition. Very many 
people live on diets containing much less ascorbic acid 
than is usually considered necessary without any obvious 
ill effects. There are other reasons besides the presence 
of ascorbic acid why fruit and vegetables should form a 
large part of the diet, and there seems no doubt that fruit 
and vegetables give better results than pure ascorbic acid. 


The other constituents of the vitamin B complex— 
nicotinic acid, vitamin B, and so on—are present in 
sufficient amount in any reasonable diet, and except in 
pellagra there are no indications for the use of the pure 
substances or concentrates. The polyvitamin preparations 
are simply expensive luxuries of no value. 


It may seem like kicking a dead dog to talk about the 
endocrine products for oral administration; but the 
extensive advertising literature and prescriptions I have 
seen from leading physicians indicate that the dog is far 
from dead. It has been demonstrated repeatedly that except 
for thyreoid active principle, no endocrine active principle 
is absorbed from the intestinal tract except in a few cases, 
such as the active principle of the sex hormones, when 
very large doses are given. Let me quote Major 
Greenwood. _ He is discussing Macbeth, Act IV, Scene I: 


There can be no doubt. about “liver of blaspheming Jew, 
gall of goat” and “tiger’s chaudron”, for chaudron, my 
dictionary informs me, means entrails and, no doubt, 
included the duodenum. From these three ingredients alone 
it is clear that the witches were preparing a remedy fit to 
control biliary stasis, catarrhal jaundice, constipation, 
inability to digest fats, intestinal autotoxemia, mucous 
colitis, flatulence, summer diarrhea, atrophic cirrhosis, 
alcoholic liver, pernicious anzemia, sprue, tropical liver, 
autointoxication, hemophilia and hepatic diabetes. 


If you read your advertising literature you will recognize 
whence these indications come. 


Let me turn now to one of the “left overs” from the bad 
past. I refer to the use of ammonium salts. Every book 
on treatment I have examined gives prescriptions for 
bronchial disorders containing four or five grains of 
ammonium carbonate or ammonium chloride or both. Now 
ammonium carbonate may have a momentary effect as 
an irritant to the gastric mucosa, causing a reflex stimula- 
tion of the bronchioles; but in the presence of the hydro- 
chloric acid of the stomach this cannot be very effective. 
Ammonium chloride in the doses recommended can have 
no effects. All the blood from the intestinal tract passes 
to the liver, and the liver very efficiently converts any 
ammonium salts into urea. The ammonium content of 
the systemic blood is very low—about 0-1 milligramme 
per 100 cubic centimetres—and you cannot raise this by 
oral administration of even large doses of ammonium 
salts. Indeed, large doses of ammonium chloride are given 
to produce an acidosis, for with the conversion of the 
ammonium ion into urea, there is left an excess of chloride 
ion which uses up the available bases of the blood and 
tissues. The supposed effect of ammonium chloride in 
thinning bronchial secretion is a complete myth. J. B. S. 
Haldane took doses of 30 grammes of ammonium chloride, 
which produced an intense acidosis, but no increase in the 
blood ammonia content and no effect on_ bronchial 
secretions. The supposed diuretic and diaphoretic actions 
of ammonium acetate are almost certainly due in the main 
to the water in which the drug is dissolved. The small 
amount of urea produced may have a slight diuretic effect, 
but this is quite unimportant. 


Other substances not so much used are the digestive © 
enzymes. Pepsin is absent from the stomach only in 
achylia gastrica. Its secretion is diminished only when 
there is a diminution of the total gastric secretion, and 
here the low concentration of hydrochloric acid is the 
important factor. The administration of pepsin can have 
no possible value unless the necessary amount of acid is 
also given. A relatively large number of people have little 
or no hydrochloric acid in the gastric secretion, yet seem 
to digest and absorb proteins quite adequately. Of course 
there is in this case no gastric digestion; but the stomach 
fulfils its function quite well as a store for food, allowing 
small quantities to pass into the duodenum at intervals. 


Trypsin, too, can serve no useful purpose as a drug, for 
if it is lacking in the intestine the other pancreatic 
enzymes will also be lacking. Further, trypsin is largely 
destroyed in the stomach. The starch-splitting enzymes 
are also useless for the same reason. The amylases are 
not active at the acidity of the stomach contents. 


To turn now to a very modern misconception, let us 
consider the prohibition of eggs and onions during 
sulphanilamide therapy. It is supposed that when 
sulphanilamide is being given, the sulphur of eggs and 
onions may cause sulphemoglobinemia. Sulphemo- 
globinemia does occasionaly occur when sulphanilamides 
are given, but is seldom serious. The discoloration is 
much more often due to methemoglobin. Now eggs are 
not really high in sulphur content. Meat has a much 
higher sulphur content than whole egg, and potato is not 
much lower than egg. Onion has quite a small amount of 
sulphur. As in all foods all, or nearly all, the sulphur of 
egg is in the form of cystine and methionine. It is easy 
to see where the idea of egg as a source of sulphuretted 
hydrogen comes from. A boiled egg blackens a silver 
spoon, therefore contains sulphide. But the blackening 
of silver is an extraordinarily sensitive test for sulphides, 
and very small traces can be detected. Sulphates are also 
supposed to be dangerous. It is exceedingly unlikely that 
sulphates can be reduced to sulphides in the intestine. A 
much more likely effect of sulphates, if they have any, is 
to hurry unabsorbed protein fragments into the large 
intestine, where putrefactive changes can _ produce 
sulphides from the cystine and methionine of the proteins. 


‘Many other purgatives could do the same. 


There are many anachronisms in the practice of 
therapy, and the whole subject of drug treatment is in 
sad need of review; but as I have restricted my field, I 
cannot touch on these other things. 
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A SIMPLIFIED BLOOD TRANSFUSION TECHNIQUE 
WITH CONTROLLED POSITIVE PRESSURE AND 
AN AUTOMATIC BLOOD AGITATOR. 


By Esen H. Hipstey, M.B., B.S., 


Resident Medical Officer, Royal Alexandra Hospital 
for Children, Sydney. 


MANy patterns of blood transfusion apparatus have been 
advocated in the past. Although most of them have been 
excellent in fulfilling their function in the hands of their 
sponsors, it has been a frequent failing that they err on 
the side of complexity and consequently lose much of their 
value when their use is demanded in an emergency, 
especially by inexperienced operators. 

Riddell has described transfusion by the gravity method 
used in conjunction with a rotary pump. I wish to draw 
attention to a device which will perform similar functions 
to those of the rotary pump, but which is fool-proof and 
inexpensive. In addition to those advantages, I believe 
the apparatus to be valuable in other ways; for instance, 
it can be used in the setting up of an apparatus for 
continuous suction drainage of the stomach by means of 
a Ryle’s tube, and in the institution of negative pressure 
drainage of an empyema cavity. It can also be used to 
start any siphon system. 


Advantages of the Rotary Pump. 


The striking advantages of Riddell’s apparatus have 
not been sufficiently recognized. It combines the essential 
requirements of both emergency and continuous drip 
transfusion in a practical manner. The apparatus is 
singularly easy to sterilize, and the rotary pump is of 
such simple construction as to be almost incapable of 
going wrong. It has the further advantage that in cases 
of urgency transfusion can be started with isotonic saline 
solution, and blood, when available, can be switched on 
without the apparatus having to be stopped; thus valuable 
time can be saved while suitable blood is being obtained 
from a donor. The apparatus can be used by one person 
working alone, and can easily be operated by a partially 
trained individual. This makes it ideal for emergency war 
work. 

Riddell has criticized the usual methods in the following 
way: 

Of the flask and bellows method, he states that the 
assembling is complicated and that there are multiple 
joints; moreover, if the level of the blood in the flask is 
upset or is not noticed towards the end of a transfusion, 
it is possible for air to be pumped into the vein, causing 
death from air embolism. 

With regard to the syringe method, Riddell points out 
that syringes are expensive and have many parts which 
are easily lost or broken, and that the technique is com- 
plicated. Referring to the method of transfusion employing 
a funnel or burette and rubber tubing, Riddell makes the 
following comments: (a) Since the blood is exposed to the 
air, there is risk of contamination. (b) An assistant is 
required to hold the funnel and pour in the blood. (c) 
Controlled positive pressure cannot be exerted except in a 
limited manner by means of gravity. 


The “Stripper” Pump. 

Excellent as the simple gravity method is for most 
purposes, there are occasions when it is essential to be 
able to exert a controlled positive pressure. This is 
particularly necessary in cases of collapse, when the vein 
may be in spasm and may offer resistance to the inflow 
of fluid and the giving of transfusions to infants. Quite 
apart, however, from these absolute indications for the 
exertion of a positive pressure during injection, the general 
conduct of any transfusion is greatly simplified by means 
of a rotary pump or “stripper” pump, as I have called the 
apparatus. The principle of the pump is merely the action 
.of cylindrical rollers massaging a rubber tube. As a result 


two chambers are formed in the tube, one on each side of 
the points of contact of the rollers. As the rollers move 
along the length of the tubing the chamber behind the 
rollers increases and suction is produced. The chamber 
in front of the rollers is reduced in volume and com- 
pression is obtained. In the rotary pump described by 
Riddell the tubing is looped in a cylindrical cup, in which 
a roller revolves from a central axle. 


SUCTION 
— 


ASPIRATION 


DIRECTION OF STRIPPER 
Ficure I. 
Diagram illustrating the principle of the rotary pump. 


COMPRESSION 


EJECTION 


The “stripper” pump consists of a length of hard brass 
wire shaped to form tongs, the jaws of which open when 
the handles are compressed, and spring together when the 
handles are released. Mounted on the jaws are two parallel 
rollers. The wire ends of the jaws are bent back over the 
rollers to form a guide for the tubing which is being 
stripped. The instrument is operated by compression of 
the handles, so that the rollers move apart and allow the 
soft rubber tubing to be seized by the jaws. On springing 
together, the rollers compress the tubing and the blood or 


SPRING OF 8 HARD 
BRASS WIRE 


WIRE GUIDES 
FOR TUBING 


Ficure Il. 


Diagram showing how the tubing is guided by means 
of wire guides through the rollers. 


saline solution is conducted down the tube. When the 
stripping stroke is completed (the length depends on the 
length of tubing available), the compression is released, 
the instrument is reapplied and the process is repeated. 
Whilst the right hand reapplies the stripper, the fingers 
of the left hand pinch the tubing in order to prevent the 
fluid which has been sucked out from flowing back into 
the flask. 


A Simplified Transfusion Technique. 


A French’s needle with an eight-inch length of rubber 
tubing attached is thrust into the donor’s vein and the 
blood is allowed to flow by gravity into a flask containing 
sodium citrate solution. 

The same flask as that in which the blood is collected 
may be used for transfusion if the blood is rapidly col- 
lected and well mixed with sodium citrate solution. In 
practice, however, much annoyance can be avoided if the 
blood be filtered through gauze into another flask. To the 
neck ef the flask are fitted a brass collar and handle, so 
that it can be suspended from a stand. In urgent cases 
a start can be made with a flask of saline solution. 

The apparatus is assembled simply by the insertion of 
the rubber stopper with its attachments into the neck of 
the flask. The stopper is pierced by the blood delivery 
tube and by the “automatic agitator” (see Figure III). 

The agitator consists merely of a straight glass tube, the 
end of which dips into the blood. As the blood is siphoned 
out of the flask it is replaced by air which bubbles in 
through the agitator tube. 
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' A flow of blood is started in the apparatus by —— . 


with the device described until the blood flows 
siphonage. The “stripper” is operated just below the drip 
chamber. The rate of flow can now be controlled by the 
screw clip, the “stripper” is discarded and the transfusion 
proceeds in the usual way. 


FOENCHS 


DONERS VEIN B TRansrusION 


A VENESECTION 


Ficure III. 
The apparatus assembled. 


When the patient is suffering from shock it may be 
found that the blood will not flow owing to collapse of 
the veins. Whilst this is an exceedingly rare happening 
when transfusion is taking place into an arm vein, it is 
a common trouble when a leg vein is chosen. In such a 
case the tubing may be gently stripped with the device 
until collapse of the vein is overcome and the blood is 
flowing by gravity alone. 


Summary. 

1. Attention is drawn to the rotary pump as an 
accessory to blood transfusion by the gravity methods. 

2. A device is described to replace the rotary pump by 
a simpler and less expensive apparatus. 

3. The disadvantages of the syringe method, the flask 
and bellows method and the gravity method are enumerated. 

4. A simplified technique for the administration of 
saline solution or blood by gravity or by controlled 
positive pressure is described. 


5. An “automatic agitator’, to replace the oxygen 
cylinder in giving continuous drip transfusions, is 
described. 


6. Attention is drawn to the possibility of extending the 
use of the “stripper” pump to aid siphonage in drainage 
of the stomach by means of a Ryle’s tube. 


Reference. 


© VY. Riddell: “Blood Transfusion with the Rotary Pump", 
The British Medical Journal, Volume I, 1939, page 1125. 


A NEW DIAGNOSTIC METHOD: MANIPULATION OF 
THE HYPERSENSITIVE VISCERAL REFLEX AS 
A CLUE TO MORE EXACT DIAGNOSIS. 


By Frank Trinca, M.C., M.B., B.S., 
Melbourne. 


THE ensuing article describes a method by which clinical 
uncertainty in the diagnosis of visceral lesions may fre- 
quently be removed by more direct technical evidence of a 
new type. The facts which led to the ensuing investigation 
emerge from the following case history. ; 

A gunner stationed in a military camp tripped one night 
over some stones and fell heavily on his abdomen. Several 
projecting rocks caused severe trauma of the viscera. He 
was ill for some weeks suffering from ileus associated 
with melena, pyrexia, loss of appetite, inability to digest 
solid food, and complete atony of the bowel. After allevia- 
tion of the acute symptoms the atony of the bowel persisted, 


whereas previously he had not suffered from constipation. 
In view of the persistence of this state of visceral shock, 
and in the absence of any demonstrable organic sequel to 
his accident, it was decided to apply Bristow faradic stimu- 
lation to the abdomen with the hope of exciting viscero- 
motor reflex action and overcoming Functionai 
restoration was by this means achieved. The Bristow type 
of current is of interrupted one-way type, and so simulates 
the electrical impulse on which nerve conductivity and 
function are based. The arresting fact, however, was that 
when the electrode was applied in check-board fashion to 
the surface of the abdomen (the passive or pad electrode 
being placed against the lower dorsal part of the spine), 
the patient flinched as contact was made with two circum- 
scribed or focalized points of intense hyperexcitability. 
These points were located in two regions which were 
previously the subject of vague and widespread tenderness 
(Figure I). One point was situated in the left iliac fossa, 
which had been the site of some temporary traumatic ileus 
that had subsided gradually with physical therapy. The 
other was in the right umbilical region. Over these focal 
points superficial reflexes were exaggerated and some 
localized clonus was observed in response to application of 
the electrode. These local reflex reactions were not only 
visible but palpable in the shape of a clonic muscle impact 
on the electrode. On interrogation the patient said that he 
felt the current enter the abdomen at these two focal points 
and strike deeply at the regions where he had experienced 
his earlier sense of bruising, giving him in fact the sensation 
of a mild electric shock. At the time he felt a drawing 
sensation of the skin and muscles over the site of applica- 
tion of the electrode. Objectively, it has been noted, super- 
ficial reflexes were more intense at this point and clonus 
was excited. 


A 
Fieure III. 


Ficure Il. 


Figure I. 


The conclusions drawn were, first, that focalized areas 
of visceral trauma were linked to the surface by canalized 
viscero-somatic reflex arcs which were comparable with 
arcs more familiarly associated with inflammatory and 
other pathological lesions. It also appeared that medical 
science had overlooked an opportunity to apply its 
knowledge of the nature of these arcs as a handle by 
which more accurate diagnostic decision might be attained. 
This applies more particularly in the border-line and 
anomalous conditions which depart from the text-book 
majority pattern and depend so often on diagnosis by 
elimination or on the intuitive experience of the clinician. 
The possibility appeared to be presented of reinforcing the 
(at times) indeterminate data provided by palpation of 
tender areas, by means of a technique in which an electrical 
impact, kept within the range of comfort, could be directed 
at the pain locus. 


It is appropriate to observe that the viscero-somatic 
reflex has two functions which fulfil a physiological 
purpose. The first function is sensory or psychologically 
protective, while the second is neuromotor, placing super- 
ficial muscle coverings on guard. In experiments con- 
ducted in the early 1920’s and described in THe Mepical 
JOURNAL OF AUSTRALIA, the writer demonstrated at the 
Alfred Hospital, Melbourne, that if a barium meal was 
taken and the stomach was subjected to intense counter- 
irritation by a massive turpentine stupe, peristalsis could 
be reflexly stimulated in the resting stomach through the 
medium of a somatic-visceral are or integration. Con- 
versely, if a counter-irritant, such as capsicum, was rubbed 
into the skin of the’ abdomen after a meal, the sensation 
would pass off in a short period. If, however, a cup of 
hot tea was taken several hours later, the skin over the 
area that had been treated with the counter-irritant experi- 
enced a sustained glow. since the viscera on entering into 
function normally projected: ‘stimuli tothe somatic muscles 
and skin, gaihing. in ‘turn ‘from ‘this higher ener 
threshold reciprocal energeti¢ excitation.’ For this reason, 
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ingestion of coarse food, which engenders colic, leads to 
an exaggeration of this normal reflex traffic and somatic 
hypertonicity. It is reasonable to conclude that the hyper- 
sensitive viscero-somatic reflex is based on a two-way 
traffic of sensory and motor type, and that it is a latent 
system within the wider physiological reflex economy 
described above. 

The threshold of stimulation used was arrived at in the 
following manner. First, a moderate reaction of the 
bicipital reflex was elicited; this is more responsive than 
the abdominal reflexes. Application of the stimulation to 
the abdomen produces a sensation which in normal 
subjects used as controls is found to be of superficial 
and non-penetrating type. It may be necessary to build 
up the current threshold, especially in obese persons, till 
a comfortable but appreciable surface stimulation is 
obtained in silent areas of the abdomen. 

The first case studied with this motive was that of a 
girl, aged fifteen years, with whose medical history the 
writer has been familiar since she was three months old. 
This history included an attack of mild appendicitis with 
pyrexia and vomiting some five years before, which had 
resolved with expectant treatment entered upon on the 
advice of a consultant. She was attended again some months 
ago for what appeared to be an attack of appendicitis, 
although the symptoms were much less determinate. It is 
the removal of this indeterminacy, which is so frequently 
encountered in appendiceal and other abdominal lesions, that 
confers on the test under review its main diagnostic value. 
The patient under review presented a history of transient 
pain in the umbilical region, the temperature was 100° F. 
and the pulse rate 96 per minute. On palpation there was 
no hypertonicity, and local tenderness was elicited with 
difficulty when deep pressure was applied at a spot between 
McBurney’s point and the loin. Examination of the urine 
revealed no abnormality. When the Bristow electrode was 
applied in checkboard fashion to the entire abdomen the 
patient winced only when the pad was placed in the region 
of McBurney’s point, and on a short line above and to the 
right of this point (Figure II). She said that she felt the 
current at this point shoot down into the depths of the 
abdomen to what appeared to be the seat of her trouble; 
this was followed by a residual ache for a few minutes, 
whereas in other areas she felt merely a surface tingle. 
The deep sensation also went up towards her loin. At 
operation an attenuated and scarred appendix, which had 
to be dissected out of its sheath, was disclosed. It was 
some six inches long, and had a bulbous termination which 
was in a state of subacute inflammation and the subject of 
prolonged stasis and chronic inflammation. 

A post-operative Bristow test carried out for the second 
time some three months after the operation demonstrated, 
as in all such cases, that no reflex hypersensitivity existed 
in relationship «o McBurney’s point. 

The possibility appeared to be presented by these findings 
of clarifying in general the indeterminate data provided 
by palpation and other diagnostic methods. Again, when 
the viscero-somatic reflex was fractional or the subject 
of interference and inhibition by psychological factors, it 
could be canalized and built up to a detectable threshold. 
The medical novice is counselled to study the patient or 
patient type as well as the disease. Different human 
types manifest pain in different degrees, according to 
whether they have the “do or die” make-up which does 
not fear pain and considers it inconvenient, or whether they 
unconsciously parade pain as a justification for their 
inadequacy. All have heard of the enduring surgeon, 
lawyer, or business man who has collapsed at work and 
been found to be the victim of general peritonitis which 
has emerged from an unsuspected appendiceal gangrene 
and rupture. It is possible, and most significant to the 
inquiry, that this class may possess the capacity unwittingly 
to inhibit the inconvenient protective reflex and associated 
pain, and may exhibit only fractional evidence of the 
existence of an acute lesion in the abdomen. Mind, as 
represented by cortex and its inhibitions, is a late entrant 
into the economy of evolution. Mind, in its gradual 
dominance of instinct, which ruled the organism in the 
precortical phase of evolution, may override the visceral 
protective reflex, which, like instinct, is in the realms of 
the id rather than the ego of life. On the other hand, 
gross symptoms may arise which are out of proportion 
to the organic abnormality in the “cry before they are 
hurt” type of patients. Here the overlapping of the 


functional and organic clouds accuracy of diagnosis, and 
observations later to be described have attempted to arrive 
at a basis of distinction. 


With these considerations in mind, suitable types were 
chosen from a practice which included a large stratum 
of individuals of so-called “chronic” type. The scope of 
the inquiry embraced the following: (i) A test of norma! 
control types to ascertain the reaction of the superficial 
and deeper tissues to Bristow stimulation from both sub 
jective and objective points of view. This includes the 
description of sensations tendered by the patient and 
also observed effects on superficial reflexes and viscero- 
somatic reflex arcs. (ii) The testing of subjects clinically 
suspected or known to be the subject of visceral lesions 
in order to compare them with normal controls and 
ascertain reactions of a nature yet to be disclosed. It 
was assumed that subnormal reflex manifestations, or 
reflexes which were the subject of interference or spreading, 
could be reinforced and made more determinate by being 
canalized at focal points in hypersensitive areas of vague 
distribution. 

It is now proposed to summarize the findings derived 
from the use of the electro-diagnostic test applied to a 
diversity of visceral lesions. 

In a series of patients suffering from appendicitis and 
subjected to operation, the site of focal reaction to the 
Bristow test exhibited the segmental distribution depicted 
in Figure III. In no case did the abnormal condition found 
not warrant operation, in the surgeon’s opinion, for 
reasons now to be reviewed. 


In the first group there were three cases in which the 
appendix was retrocaecal and inverted, extending upwards 
towards the pole of the right kidney. In all cases the 
appendix was buried and had to be dissected out of its 
sheath. The terminal section was bulbous and the subject 
of chronic and subacute inflammation. There was caecal 
interference due to anatomical distortion. 


In the second group (one case) the appendix was free 
but acutely kinked in association with a greatly developed 
fold of Douglas, which interfered with caecal mobility. 
The terminal half of the appendix was the subject of 
chronic inflammation and contained fecoliths. 


In the third group (two cases) the appendix lay in the 
pelvis. In one case the organ was completely buried in 
the pelvic wall, and was surrounded by a large inflam- 
matory mass which enveloped the necrosed terminal section 
of the appendix. As a second or pararectal incision had 
to be made to gain access to the lesion, the test could 
have been used as a guide to the initial incision. In this 
case a fecal fistula developed and drainage was required 
for six weeks. Two months after the operation, area (c) 
(Figure III) was still electrosensitive in a minor degree, 
but the impact previously sensed in the deep tissues before 
operation was not elicited. 


In the fourth group (three cases) the appendix was 
diseased and occupied the mesial or ileo-caecal position. 


The indications for operation in all cases reviewed 
included a history of years of dyspeptic disorder embracing 
a sense of fullness after meals. This was associated with 
obstruction to the passage of wind in the region of the 
umbilicus or right iliac fossa. Duodenitis and colonic 
spasm were a feature of some cases. X-ray investigation 
was non-committal in all cases. Coupled with the dyspeptic 
syndrome, all patients showed evidence of toxic absorption 
in the shape of an unhealthy colour, autonomic instability, 
circulatory asthenia or a tendency to the rheumatic 
diathesis. Most of the patients had been under observation 
for months or years before operation and had failed to 
respond completely to various forms of therapy. Since 
operation all patients have been discharged after a limited 
medical régime. 

From the clinical point of view it is of interest to note 
that the selective point of external electrosensitivity cor- 
responds broadly to the point of maximum tenderness to 
palpation. A critical analysis of this situation leads to 
the conviction that dogmatic reliance on the criterion of 
McBurney’s point must lead to lack of recognition of 
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other characteristic types of appendiceal segmental varia- 
tion, a situation which also applies to the distribution of 
referred pain. (See Figure III.) 

In two cases a diagnosis of lumbago had been made 
on account of pain in a site between the loin and the sacro- 
iliac joint. This point has also been found to be electro- 
sensitive; the sensation, however, is more penetrating and 
visceral than in the case of fibrositis. 

In regard to the remaining figures, Figure IV represents 
the commonest area of focal electrosensitivity revealed by 
the test in the present series, namely, that associated with 
duodenal abnormality. X-ray investigation has shown that 
this area is electrosensitive in the presence of duodenitis 
associated with irritability of the duodenal cap as well 
as in the case of frank ulceration. 


Figure IV. Figure V. Ficure VI. 


re V represents an asymmetrical area of hyper- 
sensitivity encountered in one case of gastric ulcer which 
was shown to be craterous by X-ray analysis. This patient 
also exhibited the symptoms of appendiceal stasis and caecal 
interference. The topographical contrast of the reflex 
response to that exhibited in the case of the duodenal lesion 
is striking. 

Figure VI represents the external topography of gall- 
bladder lesions confirmed subsequently by X-ray examina- 
tion and operation. It is to be noted that focal centres of 
modified hypersensitivity occur also in the left side of the 
hypochondrium. A common site of referred pain in such 
lesions may also, but not always, be found posteriorly over 
the base of the right lung. 

Figure VII represents areas of ovarian and tubal sensi- 
tivity. These were elicited in states of tenderness associated 
with ovarian dysfunction exhibited in the premenstrual phase 
and in a case of salpingitis. In the last-mentioned case the 
hypersensitive area was diffuse but confined to the hypo- 
gastrium. As the patient, a girl, aged twenty-four years, 
weighed twenty-three stone and had overhanging folds of 
redundant tissue, digital investigation was difficult. 


Figure VII. Figure VIIIa. Ficure VIIIs. 


Figure VIII represents anterior and posterior areas of 
electrosensitivity exhibited by a patient suffering from 
pyelitis with a history extending over a period of five years 
and subject to subacute attacks. The implication of the 
ureters and trigonum is striking. After three months of 
treatment only the areas (a) and (b) in Figure VIII were 
slightly electrosensitive. 

Figure IX represents the areas of sensitivity which are 
associated with inflammation of the prostate and the vas 


Ficure IX. Ficure X. 


deferens. This was observed in cases of chronic prostatic 
inflammation and distension in which intermittent massage 
was required as an adjunct to treatment for rheumatism. 

Figure X represents the area of focal sensitivity exhibited 
by a patient suffering from pelvic diverticulitis which was 


associated with toxic absorption and infective arthritis. 
There was also an electrosensitive area in the right iliac 
fossa to which analysis was directed only after an X-ray 
examination had disclosed not only the diverticulitis, but 
an adhesion in the region of the caecum. 

When comparative Bristow tests are performed over a 
period of time, hypersensitivity of the viscero-somatic 
reflex is found to follow a curve which varies with the 
activity of any lesion. After persistent and injudicious 
testing, especially in the hypersensitive type of patient, 
the irritability of the whole abdominal musculature may 
be raised to a higher threshold, and clonus and even 
current absorption may be excited at any point. This 
reaction, however, still remains more intense and painful 
at points representative of focal disease, and the electrode 
has a sense of being sucked into the abdomen by forces 
of electro-magnetic attraction—a _ sensation especially 
encountered over a confined point in the duodenal segment. 


Conclusions. 


Scope exists for development of a technique which will 
permit the identification of visceral lesions to become a 
science as well as an art, especially in inexperienced hands. 

The technique herein described would do a disservice to 
medicine if it were used as a preliminary and exclusive 
rather than as a final and accessory arbiter. 

Any new technique has to be practised and used con- 
stantly before it can be adjudicated upon, in that theoretical 
expectations are interwoven with happenings which are 
not foreseen on the schedule of earlier deductions. Thus 
the investigation began with main reliance on the viva 
voce description of the patient’s sensations as to the current 
absorption. Now reactions of superficial reflexes, clonus, 
and especially the sense of impact of muscle and clonus 
on the electrode, are also a basic or objective criterion. 
The most telling verbal evidence is given when the 
individual says regarding clonus over a hypersensitive 
area: “I could not stand the sensation too long at that 
spot, though I do not mind it elsewhere.” 

In the use of the coil the power-intensity ‘control is 
advanced to the limit—that is, to 4 on the scale, and the 
accessory coil is inserted from one-third to one-half of 
its length. Individuals vary greatly in their threshold of 
current absorption and reactivity. Psychasthenic and 
obese sthenic types occupy the two ends of the scale, and 
the current has to be adjusted accordingly. A gradual 
building up of the current to the necessary threshold 
(attained by pushing in of the coil during the general 
abdominal testing) settles the patient down and also helps 
to canalize the reflex that is being sought. When an 
attempt is made to differentiate between acute and chronic 
lesions, or between fine clinical and organic states, some 
scope exists in the observation of the latent interval 
between the application of the electrode on the one hand 
and the response of the surface and deep tissues to the 
test on the other. In “emergency” lesions, such as acute 
appendicitis, the interval is short or non-existent, the 
reaction then being instantaneous. The reflex arc is here 
more canalized and the focal surface point circumscribed. 
In subacute and chronic types of appendiceal disorder 
the interval is proportionately longer and canalization may 
have to be built up in a diffuse though limited surface 
area. 

Though the Bristow test strikingly demonstrates the 
presence of duodenal disorder, X-ray analysis is necessary 
to distinguish between the trophic and metabolic changes 
underlying duodenitis and irritability of the cap on the 
one hand, and those present in frank ulceration on the 
other. Finally, in temporary or superficial lesions, such 
as ptomaine poisoning of forty-eight hours’ duration, long- 
continued electrical stimulation arouses an area of diffuse 
hypersensitivity covering several square inches in the right 
side of the epigastrium. 

In conclusion, it may be stated that through all the 
fabric of metabolic and developmental life, the vital spark 
is reared on and integrated into electrical rhythms. By 
the method herein described a coarse contact is made with 
this fabric along pathological paths which are in reality 
constructive variations in physiological paths. 
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FUNCTION IN RELATION TO ALIGNMENT IN 
THE TREATMENT OF FRACTURES.' 


By Sruart ScouGatt, 
Sydney. 


Tue question whether individual fractures are sufficiently 
reduced furnishes a wide field of anxiety to all who treat 
fractures, and this is especially so to those in general 
practice. It is, in my experience, an aspect upon which 
consultation is frequently sought. In the advances which 
have been made in fracture treatment this appears to be 
a phase which has received relatively little attention, and 
there can be no doubt that the practitioner is seeking 
guidance in this direction. It is in short a weak link in 
general fracture treatment. 

In the main, if it is assumed that union has been 
achieved, function after fractures is dependent upon trauma 
to the soft parts, upon the mode of treatment adopted, 
upon the presence or absence of infection in compound 
fractures, and upon the age of the patient, as well as on 
the alignment of the fracture; but here the discussion is 
particularly directed to the last aspect of this problem, 
except in so far as one or more of these additional 
factors have a direct bearing upon alignment. 


I think that medico-legal considerations resulting from 
radiological examination have had an important bearing 
upon our outlook as regards this question. Before the 
period of radiology, inspection, palpation and measurement 
constituted our main guidance as to alignment after 
setting; but now that pictorial representation of position 
is readily available to all, there is a laudable desire for 
greater mechanical perfection in the setting of fractures, 
and the patient is less inclined to accept the position 
which would still have given a good result in the era 
before radiology. There has, therefore, been a tendency 
to use methods aiming at such results. I do not suggest 
any lesseriing of our aim for mechanical accuracy; but 
I do think that pictorial representation has tended in 
some respects to cloud the relationship between position 
and functional result. Some restatement in fracture 
work is necessary in the medico-legal sphere so that radio- 
logical position shall be accorded its due place in relation 
to function, and particularly so in view of the enthusiastic 
views expressed in recent works on fractures. 


What appears to be a minor error of alignment may 
give rise to major functional disability on the one hand, 
whereas the same degree of mal-alignment in other circum- 
stances may be of little or no significance. It is therefore 
not uncommon for significant factors to be missed and 
for non-essential factors to lead to attempts at correction. 


It is obvious that criteria as to future function will 
differ very considerably between the upper and lower 
extremity, owing to the fact of weight-bearing in the lower 
extremity; thus substantial differences arise for such 
analogous bones as those of the leg and those of the 
forearm. 

It is assumed that all positions must be such as are 
consistent with union, and no account will be taken 
here of the occurrence and the possible causes of non-union. 

In a consideration of the relationship of alignment to 
ultimate function three aspects of importance are: age, 
the association of particular anatomical factors of the 
soft parts, and any alteration of body mechanics. Function 
will be considered also in relation to immediate after- 
effects and to late results. ‘The immediate effects are 
chiefly related to the association of particular anatomical 
characteristics of the soft parts, and the later effects 
mostly concern mechanical alteration, particularly in the 
neighbouring joints. 

In regard to the age factor, it may generally be stated 
that the younger the patient, the greater the degree of 
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ultimate restoration to normal anatomy, with the exclusion, 
of course, of the occasional fracture which may interfere 
with growth at an epiphyseal line. 

Burns and Ellis, in “Recent Advances in Orthopedic 
Surgery” (1937) summarize the theories of bone growth; 
they state the consensus of modern views, that bone is 
most readily formed by endosteum and loose cancellous 
bone, less readily from the cortex, and that only in the 
young does the deeper layer of the periosteum play a 
considerable part in bone formation. 

Jansen brings evidence of at least six different processes 
cooperating harmoniously in normal bone growth, including 
absorption, tubulation and cancellation. Displacements 
in fractures on the diaphyseal sides of the epiphysis 
become further removed from the joints as growth proceeds, 
and may cease to offer impediment to function. 

But some modifications of Wolff’s law have, in general, 
obtained acceptance. Jansen maintained that internal 
architecture was dependent on pressure stresses and that 
tension led to atrophy rather than to new formation. 
Jores concluded that when the pressure stresses were 
constant or when the periods of pressure exceeded those 
of relief, bone atrophy appeared, indicating the validity 


_of Wolff’s law only below certain thresholds. He stated 


that while pressure inhibited bone growth and caused 
absorption, proliferation of bone followed cessation of 
pressure below the threshold in degree and persistency. 
Steindler maintains that the bridge formation in 
spondylitis deformans is concerned with such concussion 
or intermittent pressure, below the threshold for atrophy 
in the degree of pressure and its persistency. This is also 
to be kept in mind as a factor in the etiology of the 
hypertrophy of bone at joint margins in weight-bearing 
joints with the diminution of articular cartilage in 
advancing age. Wolff’s purely mathematical censiderations 
did not have regard to these other biological factors. 

The age factor is well illustrated by Alexander Aitken 
in a discussion on fracture of the distal radial epiphysis 
in patients aged from four to eighteen years. When 
reduction is not obtained, he concludes from a series of 
58 cases that mal-position does not persist. Within a 
maximum period of two or three years the epiphysis has 
again assumed its normal relationship to the shaft. He 
states that this fact obviates the necessity for repeated 
manipulations to obtain accurate reduction and diminishes 
the necessity for reduction. 

In a discussion on femoral birth fractures, Pavlik, in 
advocating a position similar to that used after reduction 
of congenital dislocation of the hip, concludes that it is 
only necessary to secure true alignment without much 
regard to longitudinal displacement, since the shortening 
is compensated during healing by overgrowth, so that 
finally both limbs are the same length; this is probably 
due in part to increased vascularity of the epiphysis. 

In general, within limits determined by the anatomy and 
function of neighbouring joints, displacements of the bone 
ends which vary the location of the arc of movement 
round a joint axis in the same plane are relatively less 
significant, while those that result in tilting of axial 
planes are relatively of more significance. So, in regard 
to fractures of both bones of the leg, the possible directions 
of displacement are as follows: displacement by trans- 
latory shift (medial or lateral, anterior or posterior, 
obliquely); angulation (antero-posterior, medial, lateral 
and oblique); overlapping; rotation. 

Pure translatory displacement of moderate degree in any 
direction has a comparatively less effect on the ankle or 
knee function, and the optimum direction of this displace- 
ment in regard to the ultimate result is antero-posterior. 
In antero-posterior shift no tilting of the axis of the knee 
or the ankle would result, and a displacement of half the 
width of the tibia with the lower fragment forward in the 
average adult tibia would increase extension of the knee, 
in relation to hip and ankle, by approximately 2° or 3°. 
In view of the normal wide range of dorsiflexion and 
plantar flexion at the ankle joint, the resultant effect at 
the ankle joint would be small. 

Lateral displacement of the lower fragment of half the 
width of the bone, in the average adult, would produce 
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a result roughly equivalent to a genu valgum with a gap 
of approximately one inch and a genu varum of similar 
degree when the displacement of the lower fragment is 
inward; such postures at the knee may be regarded as 
within normal variation. 

Angulation should not be such as will cause the centre 
of gravity to fall behind the knee axis in ordinary posture, 
necessitating the constant use of the quadriceps in standing 
and rendering void the locking mechanism of the knee. 

In relation to the trunk, pure rotation deformity is 
partly compensated at the hip within the are of 60°, of 
which external rotation is greater than internal rotation; 
but there is no compensation at the knee. 

Angulation medially or laterally gives rise to tilting 
of the joint axis and results in unequal distribution of 
weight on the joint below. 

In the lower extremity the factor of alignment has been 
held to have special relation to traumatic arthritis in 
view of the added factor of gravity. Change in weight 
distribution and frequent minimal traumata are accorded 
importance in its etiology, and the former will be manifest 
in tilting of the joint axis. But traumatic arthritis is not 
uncommon apart from alteration of joint mechanics and 
frequent minimal traumata, and the knee is one of the 
common sites in this connexion. In the previously normal 
knee, when the question of fracture does not arise, a 
frequent cause of traumatic arthritis is severe twisting 
sprain or compression. 

In my experience in the late results of fractures, 
traumatic arthritis following change of weight distribution 
has differed greatly from the more frequent traumatic 
arthritis following twisting sprains and compression. 

A young slaughterman, aged thirty-eight years, sustained 
a fracture of the upper third of his leg, at the age of 
eighteen years; this united with an angle of about 5° or 
10° convex inward. At the age of twenty-eight years he 
sustained a fracture of the femur in the same limb in its 
lower quarter; this resulted in forward angulation to an 
appreciable degree, so that the knee lacked full extension 
and the locking mechanism. At this stage the patient was 
otherwise free from symptoms, and there was no urthritis 
within the knee joint, though his leg fracture with angula- 
tion was then approximately ten years old. A wedge 
osteotomy was performed on the femur one year after 
the fracture, with realignment, and the knee remained 
free from symptems. 

He was seen by me ten years later (twenty years after 
the leg fracture). He had sustained an injury to his knee 
joint by a twisting sprain two months earlier, for which 
the meniscus had been removed shortly afterwards. There 
was no evidence of traumatic arthritis. Within a further 
six weeks evidence of traumatic arthritis was present in the 
knee joint, with fine grating and a constant aching pain, 
and this traumatic arthritis has slowly progressed in the 
subsequent period. 

It is interesting to note that this patient, over a period 
of twenty years, bore weight on a leg set with an angula- 
tion of 5° to 10° without effect on the knee or ankle joint, 
while traumatic arthritis rapidly followed within three 
months of the twisting sprain. 


Moderate degrees of genu valgum, commonly seen, and 
genu varum, with resultant alteration of joint mechanics, 
are not more frequently associated with arthritis at either 
the ankle or the knee, and when these conditions are 
sufficiently gross to provide some radiological evidence of 
altered weight bearing at these joints, it is not uncommon 
for the patient to show no symptoms of arthritis. When 
traumatic arthritis has followed alteration of joint 
mechanics due to a neighbouring fracture (I exclude 
fractures into a joint), the clinical picture in general 
differs from that associated with the direct trauma of 
twisting sprains or compression. In. the latter type 
symptoms of aching and stiffness soon follow the trauma 
and long precede the radiological confirmation. The radio- 
logical change, when it does come, is in general evenly 
spread through the joint, and the changes are of minor 
degree. In the traumatic arthritis which follows altera- 
tion of joint mechanics, if symptoms do appear at all, 
they are late and less urgent. There are often no 
appreciable symptoms even with advanced radiological 
changes, and the radiological changes are in the direction 


of altered forces and appear only at a late stage, perhaps 
years later. These changes may be likened to the 
mechanism of the buttress forming below a_ spondylo- 
listhesis or to the “beaking” in spondylitis in response to 


| the new stress, when the pressure is below the threshold 


for bone atrophy in degree and in persistency, and therefore 
leads to bone proliferation. 

I have often been impressed by the fact that osteo- 
arthritis, although it is common at the knee and the 
hip, is rare at the ankle, as it is at the wrist; and yet the 
articular surface of the lower end of the tibia forming the 
ankle joint is smaller than at the upper end of the tibia. 
If this is so, the stress per area is relatively greater at 
the ankle joint, and there is only slight “give” in the arch 
of the foot as compared with the cushioning effect of 
flexion at the knee. 

It must be borne in mind that there is only a limited 
area of contact between femur and tibia, so that the area 
of pressure at the knee is much smaller than the area of 
the articular surface. This is well seen in a lateral 
radiograph of the knee joint. 

At the hip joint gravity acts vertically on a joint whose 
axis, apart from the ball and socket action, is normally 
tilted; osteoarthritis here is commonly unilateral, which 
indicates that this arrangement does not as a_ routine 
result in arthritis. 

In ordinary standing the neck of the femur is ante- 
verted, and there is an area of articular surface not in 
contact with the acetabulum which must be almost free 
from weight-bearing stresses; but this area and the 
adjacent rim are not free from these bone changes. 

Traumatic arthritis may not, therefore, always have 
the same significance, and differentiation should be made. 
There is the aggravation which may take place in a pre- 
existent arthritis. There is the type which appears in an 
otherwise normal joint “ollowing twisting sprains or 
compression; in this type the symptoms are early and 
persistent, the radiological change is minor, late in 
appearing, and spread throughout the joint, and the 
prognosis is less hopeful. Finally there is the traumatic 
arthritis which may follow altered joint mechanics, such 
as the tilting of an axis, in which the symptoms are 
late and the process may rather be regarded as adaptive 
following Wolff’s law or its modifications, and in which 
the patient may not suffer appreciable disability, even 
in the presence of pronouneed radiological change. 

Considerations relating to the common Colles’s fracture 
constitute the antithesis to those pertaining to fracture 
of the leg. In this we have proximity to the wrist joint 
and association with the extremely important function of 
the hand with contiguous tendons, some of which lie in 
shallow grooves on the bone; gravity is eliminated. These 
factors make an exact reduction essential. A degree of 
imperfection which would be of no consequence in certain 
other sites assumes major significance here; but it is not 
uncommon to find the same criteria regarding displace- 
ments adopted in a Colles’s fracture as in, say, fractures 
in both bones of the leg. Fortunately exact restoration is 
readily obtainable. My own practice in Colles’s fractures 
varies from custom in two respects. I find that a wrench 
reduction gives a more exact replacement, and I use it as 
a routine measure. Anatomical reposition can be effected 
in practically all cases, and I find it the only effective way 
of reducing compression spread of the distal fragment. 
The second difference concerns the circular plaster cast. 
In three instances I have seen a well-reduced Colles’s 
fracture relapse in an unpadded plaster splint. In almost 
every Colles’s fracture, by the time reduction has been 
arranged, local swelling has occurred; this determines the 
configuration and diameter of the circular plaster splint. 
With recession of the swelling and slight expansion of the 
plaster in drying, the fit of the plaster cast becomes 
inaccurate, and loss of position sometimes follows in 


| spite of the dictum that a Colles’s fracture tends to remain 


reduced. In general, these fractures do remain reduced; 
but this is not invariable. I have not yet seen any 
relapse of position when the type of splint employed 
allowed readjustment pari passu with the diminution of 
swelling. 
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The proximity of the wrist and hand with their impor- 
tant function and the close coaptation to tendons render 
mechanical accuracy imperative, and displacement which 
would be of no significance in many other places should 
not be accepted here. 

The problem so far as it effects fractures involving joint 
surfaces will not be elaborated here, since accurate 
restoration will be obviously necessary; this is even more 
important in the lower limb in which the additional 
factor of gravity is present, owing to the fact that 
inaccurate repositions in these circumstances generally 
result in diminution of the weight-bearing surface. 

In regard to fractures of both bones of the forearm, 
function relates to pronation and supination—that is, the 
movement of the radius on an axis through the centre 
of the head of the radius and the styloid of the ulna. 
The radial head remains on the same plane as the ulna, 
rotating within the confines of the annular ligament, while 
the distal end of the radius describes nearly a half circle 
relative to the ulna. The main supinators are attached to 
the proximal portion of the radius, and the main pronators 
to the middle and distal portion of the radius. A lateral 
shift of half the width of the ulna in its middle third alters 
the relationship of the incisura radialis to the corres- 
ponding lower ulnar articular surface by an angle of the 
order of 2° or 3°, and it must be borne in mind that 
accommodation in the capsule can take place at both ends 
of the radius. 

No obstruction to movement would result from the 
presence of an angulation of this degree; it is known from 
clinical experience that even greater angulation at the 
site of ulnar fractures need cause no anxiety. Rotatory 
displacement of the ulna bears directly upon the axial 
movement of pronation and supination. 

With regard to the radius, translatory shifts have about 
the same relative comparison with angulation as in the 
ulna, and rotatory displacement has more significance 
since its axis corresponds with pronation and supination. 
The degree of rotation of the upper fragment is shown in 
the X-ray photograph by its direction and by the position 
of the tuberosity of the biceps, while the degree of rotation 
of the lower end of the radius is clinically manifest sub- 
cutaneously. The remaining requirement is retention of 
the radial curve for mechanical advantage in pronation. 

In general, fractures of the forearm which when reduced 
have some end-to-end approximation in the case of each 
bone will give full function if rotary displacement is not 
present, if the outward bend of the radius is maintained, 
and if any angular displacement is within the limits 
indicated. 

Similar principles hold in the determination of adequate 
alignment of other fractures; it must always’ be 
remembered, however, that anatomical reposition remains 
the goal of our efforts. 
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NOTES ON PREGNANCY AND PARTURITION IN THE 
D’'ENTRECASTEAUX ISLANDS. 


By Epwarp Forp. 


From the School of Public Health and Tropical 
Medicine, University of Sydney. 


Tue cluster of mountainous islands which form the 
D’'Entrecasteaux group lies to the east of Papua, at a 
distance of some fifty miles from the most easterly 
projection of the mainland. 

Although the islanders, especially those of the coastal 
districts, have for many years had contact with Europeans, 
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' this has not been such as to modify their customary 
practices in regard to medicine and obstetrics, about which 
little has been recorded. 

The following notes were collected in odd moments 
during a strenuous five months’ tour of duty in the group, 
and the information is consequently scattered and 
incomplete. The great diversity of language and custom 
throughout these islands would render a complete account 
of the subject a lengthy task. 


Views on Conception. 

Unlike the neighbouring Trobriand Islanders, who believe 
that procreation is a process of spirit reincarnation wholly 
dissociated from coitus, the natives of the D’Entrecasteaux 
group well recognize the function of the male in conception. 
They understand that pregnancy follows as a direct result 
of coitus, although it does not necessarily do so, and 
usually hold that a succession of acts of intercourse are 
necessary to effect it. a 

At Bwaioa, Fergusson Island (Moratau), conception is 
considered to be brought about by the semen (moro) pene- 
trating the uterus (toubu) during intercourse. This 
results in the solidification of the blood which is normally 
| lost at menstruation, and from this the embryo is formed. 

Somewhat similar views appear to be generally held 

throughout the group. 

The clearness of their views on this subject is the more 
remarkable when the unshakeable assurance of their 
Trobriand neighbours in the complete absence of associa- 
tion between coitus and pregnancy is considered. The 
Dobuans and Bwaioans, who periodically meet the 
Trobrianders during the traditional “kula” trading 
expeditions between the groups, treat their opinion with 
scorn, and discussion of the subject is said sometimes to 
lead to angry argument between them. 

Their physiological understanding rests on the basis of 
that sound knowledge of human anatomy which, gained 
from the dissection of bodies in the preparation of food, 
is frequently found in cannibal peoples. It may be said 
in this regard that the anatomical knowledge of those 
islanders who survive from the recent days of cannibalism 
is far more complete than that of probably any member 
of a white community who has not had a medical training. 

| For the reason that this excellent training in practical 
anatomy has been abolished, its high standard, incidentally, 
may be expected to wane. It is interesting in regard to 
this subject to note that the Trobriand Islanders were 
not cannibals. 

At Dobu the semen is regarded as being derived from 
ingested coconut milk, and it was said that large 

| quantities of the latter were imbibed by some persons 
for the increase of their potency. 

Menstruation is generally regarded as being related to 
pregnancy, and the supposed role of the menstrual blood 
in the formation of the embryo has been mentioned. The 
menstrual rhythm is held to be influenced by the moon, 
and “moon blood” is the translation of its name in one 
of the Fergusson Island dialects. The menopause is known 
to mark the end of child-bearing, and in most places a 
woman is thereafter termed an “old woman”. 

A resemblance to both parents is sought in a new-born 
child, showing that both parents are allotted a part in 
its development. At Faiava, Goodenough Island (Morata), 
a baby which was held to display this double resemblance 
| to a marked degree was, on this account, thought to be 
| good looking. In the Trobriands, on the contrary, a 
| paternal resemblance in a child is denied, however 

obviously it may appear to be exhibited. 


Pregnancy. 
Pregnancy is first diagnosed by amenorrhea and changes 
in the breasts. Regarding the former more obvious 


symptom, it was said at Iauiaula, Goodenough Island, 
that although pregnancy might be suspected at the first 
cessation of the menses, yet a woman remained uncertain 
until about four menstrual periods had been missed, as 
amenorrhea sometimes occurred apart from the condition. 
Since both chronic malaria and hookworm are widespread 
| in this district and are frequently associated in the same 
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patient, menstrual irregularity due to severe anemia 
probably gives rise to this caution. 

Altogether pregnancy is regarded as an entirely normal 
condition, in no way connected with sickness or dis- 
ability. This refreshing outlook, in a place where all 
disease and injury, however trifling, are regarded as due 
to malignant supernatural causes, is reflected in the fact 
that the local medicine men, who combine healing with 
sorcery, have nothing at all to do with the practice of 
obstetrics. Magic is commonly evoked to gain the favours 
of women, yet is not associated with pregnancy or birth. 

In most places cohabitation ceases from the time 
pregnancy becomes evident until the infant is weaned. 
In some places, however, coitus is allowed until term 
and then discontinued until weaning. If intercourse is 
indulged in during pregnancy, it is believed that the 
infant will die or be born a weakling, and if during 
lactation, that the milk will be affected, with a similar 
evil result. This restriction, which is carefully observed, 
at times causes dissatisfaction, which is said occasionally 
to lead to abortion or infanticide. Irresponsible young 
husbands, disaffected by the arrangement, frequently sign 
on as indentured labourers when their wives become 
pregnant, for which reason it is said that in some places 
young wives fear and, if possible, avoid pregnancy. 

Otherwise there is little change in the life of the 
pregnant woman, the usual house and garden tasks being 
continued as before. In such a rugged country, where the 
vegetation grows riotously, and more especially in places 
where the gardens are terraced on steep mountain slopes 
some distance from the villages, the latter work, especially 
in clearing time, is laborious and exhausting. Gardens 
are rarely made for more than two years on the same 
patch of ground, and consequently the labour of clearing 
and fencing is tremendous, the plots being cut out of the 
tangle of dense bush. It was seen that, though pregnant 
women continued to work right up to the time of labour, 
yet in some localities they were excused the more strenuous 
tasks during the later months of their pregnancy. 

In parts of Goodenough Island shellfish are not eaten 
during pregnancy and are restricted till term, or sometimes 
till the end of lactation. 

At the north end of Fergusson Island, in a few 
instances counter-irritation was found to have been 
applied to the flanks and lower part of the abdomen for 
the treatment of discomfort in pregnancy, though the 
method is widely applied for pain from any cause. It 
is sometimes carried out by light beating of the site 
with a bunch of leaves from a nettle-like stinging plant, 
which at once raises wheals, or more usually by scratching 
of the overlying skin, in shallow parallel lines, with a 
sharp splinter, thorn or piece of shell. 

It is everywhere considered disgraceful for an infant 
to be born to a single girl; but although sexual freedom 
exists among young unmarried people in some, though 
not in all, parts of the group, pregnancy as a result 
rarely eventuates, even though puberty has been estab- 
lished. A similar condition is found in the Trobriands, 
where premarital intercourse is freely indulged in by all 
unmarried persons and is approved by custom. 

Since the Trobriand Islanders regard coitus as being in 
no way associated with pregnancy, the matter with them 
is beyond discussion, and for the same reason contra- 
ceptive practices are there ruled out as unnecessary. 
And though in the D’Entrecasteaux Islands married women 
sometimes attempt to prevent conception by drinking 
herbal potions, it was said that no such practice was 
undertaken by single girls. Informants, by whom the 
procreative process was well understood, rather accepted 
the fact that girls rarely conceived before marriage, even 
though menstruation was established, whereas they usually 
did so in the first few years of married life; but an 
occasional pregnancy in a single girl showed that this 
was not invariable. 

The infrequency of illegitimate children is usually 
regarded by whites as due to the practice of abortion, 
and though this cannot be said not to occur sometimes, 
yet it does not appear to be an important factor. 


Since marriage usually occurs early, within at least a 
few years of puberty, the facts appear to support the view 
that, following the advent of puberty, there normally 
occurs a sterile period. This has been termed by Godin” 
“la période internubilo-pubertaire’ and by _ Ashley- 
Montagu” “the adolescent sterility interval”. The latter 
author, after a consideration of the evidence, concluded 
that in a large majority of cases the ability to reproduce 
is not synchronous with the menarche, as ovulation and 
its associated processes do not normally develop until some 
time after the onset of puberty. 


Abortion. 


It is impossible to estimate to what extent abortion is 
practised, though it is probably less prevalent than is 
usually held by both native and European informants. 


Many male natives suspect that some _ interference, 
either with conception or with pregnancy, has necessarily 
occurred in every case in which a married woman of 
healthy appearance remains childless. For this reason 
domestic quarrels sometimes occur, due to the suspicions 
of husbands who desire children that their wives are 
secretly undertaking some form of prevention. 


The details of the methods of abortion used are not 
known to the men, who say that they are women’s secrets 
which are never divulged. Herbal concoctions are said 
to be widely used, though little could be found of their 
content or efficacy. It was said at Bwaioa, Fergusson 
Island, that though these herbal medicines are frequently 
taken, little faith is placed in their success. At Dobu 
an infusion of the leaves of a purple convolvulus is taken 
for the purpose, though the effect was not known. At. 
Manuamagawa, Goodenough Island, men said that some 
women chew, with betel nut, the leaves of a plant, unknown 
to men, which prevents conception, or, if that has already 
occurred, brings about abortion, though the information 
was given with no certainty. It was said that this 
treatment causes redness of the vulva. 


Violent massage and kneading of the abdomen in the 
early months, sharp blows with the fist, strong pressure 
applied to the abdomen of the supine patient by the hands 
or feet of a second person, and other violent methods 
were mentioned in various places as being employed by 
others. It would appear that no instrumental interference 
per vaginam is employed. 

Although the function of the semen in conception is 
realized, no contraceptive technique, apart from the doubt- 
ful herbal methods mentioned, appears to be practised. 


Parturition. 


The women generally are lithe and muscular from their 
work in the gardens, and the practice of carrying heavy 
loads on the head gives them a graceful upright posture. 
Apart from the disabilities due to their diet, they would 
be expected, from their appearance, to perform excellently 
the functions of parturition. 


In no part of the group does a man witness the act of 
delivery, and it is the usual thing for a husband to leave the 
house at the approach of labour and live apart for a period 
which varies in different areas. At Dobu, where the woman 
goes to the house of her mother at the onset of labour. 
the husband departs before the event and does not return 
for a month. In the Bwaioa district, on the neighbouring 
part of Fergusson Island, he absents himself for a similar 
period, staying with his mother or other relatives, and 
the children are sent to live with their grandparents. At 
Wagifa Island the husband was said to live apart till the 
infant was weaned, while in a part of Goodenough Island, 
where the labour takes place at the patient’s house, the 
husband vacates the house at the onset of labour and stays 
with friends for a couple of months, though he brings. 
supplies of wood and food daily. 


When labour pains begin, the female relatives of the 
woman prepare for the event. Attendance on her is 
confined to her near relatives, her mother and sisters, 
if available, taking precedence over others, although if 
these are not sufficiently numerous her friends assist. 
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About Faiava, Goodenough Island, the cooked young 
leaves of a particular plant are eaten at the onset of 
labour and are believed to facilitate the delivery. 

In all parts of the archipelago, as far as could be 
ascertained, the same position is assumed by women 
during delivery, and except for smaller details is similar 
to that described in Manuamagawa, Goodenough Island. 
Here the woman sits on the floor of the hut upon a flat 
stone and is attended by one woman who sits behind her, 
supporting her by the hips, and by others at the sides, 
who keep her knees flexed and separated. When a pain 
comes they hold her tightly and she leans back on the 
woman behind her. In addition to the assistants men- 
tioned, another woman kneels in front and watches the 
progress of the head. When the head is on the perineum 
she may separate the labia, but no further manipulations 
occur and the infant is not touched until it is finally 
expelled onto a mat placed ready to receive it. 

In a neighbouring district the supporting woman sits 
behind the patient and holds her firmly below the breasts, 
taking care not to press the uterus. Two others, one on 
each side, each hold a hand and keep the knees drawn 
up and separated. 

Informants in various parts were all agreed that pressure 
must on no account be applied to the abdomen during 
labour, as being dangerous to the child. 

The umbilical cord is cut, sometimes by the patient 
herself, though more usually by one of the assistants. It 
is divided a few inches from the abdomen with a sharp 
shell, obsidian splinter or flake of glass. The severed end 
is not ligated, the pressure of the relatively blunt instru- 
ment being enough to seal the vessels. However, in some 
places an assistant firmly pinches the cut end with her 
nails, which have been warmed at a fire. 

After the cord is cut the assistants remain in their 
positions till the placenta comes away. No abdominal 
pressure is applied to hasten the expulsion, as it is 
rigorously maintained that this would surely endanger 
the life of the patient. The danger of applyi g traction 
to the cord is also well known, and it was said that this 
would not be done, even in the case of a retained placenta 
which endangered the life of the mother. 

The placenta is disposed of in various ways. In some 
places, as Bwaioa, Fergusson Island, it is buried; in others 
it is hidden in the scrub at the edge of the village or, as 
at Faiava, Goodenough Island, hidden at night in the fork 
of a tree. At Waikewalu, Goodenough Island, after being 
held in the smoke of a fire for some time, it is buried in 
the bush by one of the female relatives. 

Delivery is usually easy, with a short second stage. 
The infants are generally small, about five or six pounds 
being the usual weight. As far as could be found, 
no treatment is known for the complications of labour, 
and in obstructed labour the case is regarded as hopeless 
and death is awaited. The same helplessness applies in 
cases of retained placenta and severe post-partum hzemor- 
rhage, the application of heat being the only treatment 
used for these complications. 

In Beli Beli, Goodenough Island, an old woman, now 
dead, was claimed to have known how to insert a hand 
and attempt manipulation in the case of obstructed labour. 
This was the only reference heard to any attempt at such 
treatment, and none of my informants had personal 
knowledge of the woman or her work. 

Perineal laceration frequently occurs in primipare. The 
particularly efficient muscular power of the mother and 
the fact that there is no method of saving the perineum 
during delivery by holding back the oncoming head act 
together to this end. In one case a recto-vaginal fistula 
was seen, which had been received at a first labour. 
Examples of cystocele and rectocele and of prolapsus uteri 
were also encountered, though these are not so frequent 
as would be expected from the heavy gardening work 
performed. It would appear that deficiencies of diet, 
eausing relaxation of connective tissue and absorption of 
fat, are partly responsible, since in most parts the customs 
relating to the puerperium adequately rest the mother and 
tend to lessen the risk of these conditions. 


The Puerperium. 


Following delivery, rest and heat are considered neces- 
sary for the rapid recovery of the mother. The rest period 
varies in different districts and with different individuals. 
At Dobu the woman lies in her mother’s house for about 
a month, with a fire continuously burning on a hearth 
beneath the raised couch on which she lies with her baby. 
She looks abnormally pale, as much, it would seem, from 
her confinement in the closed, smoke-filled house as from 
the recent labour, and perspires heavily. 

At Manuamagawa, Goodenough Island, the mother 
remains in her house for a month in the case of a 
primipara, with decreasing periods to one week for multi- 
pare. During this time a fire is constantly burned in the 
house, in front of which the patient sits, naked, with her 
legs held wide apart. Here no heavy work is performed 
by the mother till the child commences to walk. In 
other districts a fire is kept burning under the raised 
floor of the house for the time of lying up, while in yet 
others it is placed under the couch on which the mother 
lies, as at Dobu. At Waikewalu, Goodenough Island, the 
mother remains in the house for a period which depends 
on how strong she feels, usually from about five to ten 
days. At Kwaiboga, on the same island, she rests for 
the same period and then, leaving the house, takes a 
swim before resuming her household and garden duties. 

In addition to lying near a fire, as at other places, a 
puerperal woman in the Bwaioa district, Fergusson 
Island, drinks large quantities of hot water. This is 
taken at frequent intervals for several days, and with the 
heat of the fire induces heavy perspiration. Here the 
custom of subjecting the woman to constant heat is known 
as gabu, which means to heat, roast or bake. If any 
mishap, such as hemorrhage, occurs, it is ascribed to 
insufficient heating. 


The Care of the Infant. 


After delivery the infant is usually washed with warm 
water by the woman, usually the girl’s mother, who 
remains in attendance, and the mother is also washed and 
fed. In the coastal villages about Sebulugomwa, Fergusson 
Island, the child is bathed in the sea shortly after 
delivery. 

Infants are put to the breast as soon as they will 
suck. About Faiava, Goodenough Island, it was said that 
in the case of a woman having insufficient milk for her 
new-born child, it is sometimes suckled by another nursing 
mother, who receives presents for the service. Among 
at least the Bwaioans and Dobuans, however, no wet nurse 
is obtained in such a case and the infant wastes away. 
In any case, wet-nursing, when it is undertaken, is just 
a temporary measure, since, particularly in lean times, 
it is probably rarely that a mother can more than feed 
her own baby. This is no doubt the reason for the custom 
of burying a young living infant with its mother in the 
case of her death. 

Breast feeding is continued for varying periods, usually 
till the teeth appear, though sometimes for a longer time. 
Usually from an early age infants are given small amounts 
of gravy from the cooking pots, and yam and fish soups, 
and later suck pieces of solid food, as yam, taro and 
banana. 

During weaning some mothers rub crushed ginger root 
on the nipples to make them distasteful to the infant, 
and lime used in betel-nut chewing is also used for the 
same purpose. 

No food apart from the adult diet is available after 
weaning. The result of this is reflected in the poor 
general appearance of children from the time of weaning 
till the age of about five years, when the bulky diet of 
starchy food appears to be better assimilated. 

Though throughout the group all sickness is held to 
be due to magic, a single exception to this general opinion 
was expressed at Darubia, Normanby Island (Duau), where 
disease was considered to have been conveyed to a child 
through its mother’s milk. A woman who suffered from 
neural leprosy had, in the early stages of the disease, 
borne a child which had died in infancy. This was 
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ascribed by members of her village to the transmission of 
her illness through her milk. The evil effects of coitus 
during lactation have been mentioned, and here too the 
effect is considered due to the deterioration of the milk. 


In many, though not in all, parts of the islands, the 
heads of young infants are coated with black paint made 
of powdered charcoal and coconut oil, or sometimes water. 
The area covered extends from about the hair line 
anteriorly to behind the anterior fontanelle. The reason 
given for the practice was that it protects the weakened 
region of the cranial opening from the effects of the sun, 
and sometimes, in addition, it was claimed that it caused 
the hair to grow more rapidly over that part. The 
painting is usually continued for some three or four 
months. 


Infanticide. 


If a woman died in childbirth it was formerly customary 
for her live infant to be buried with her, and the practice 
doubtless still exists in many parts. The absence of any 
suitable infant food apart from the milk of another 
mother, and the difficulty, previously mentioned, of pro- 
viding for wet-nursing, would render the rearing of the 
bereaved infant most difficult, especially in time of food 
shortage, and apparently gave rise to the custom. 


The restriction of intercourse during pregnancy and 
lactation is also mentioned as an occasional reason for 
infant destruction, and has been previously mentioned. 
The method said to be most commonly employed is that 
of neglecting to suckle the child, with resulting death 
from starvation. In one Goodenough Island village, where 
the fewness of infants was readily noticeable, in contrast 
with neighbouring villages where practically every young 
married woman had one or more babies, this practice 
was claimed by disapproving outsiders to be prevalent. 
About Dobu and Bwaioa death was also caused by 
smothering or drowning. 

It is freely admitted that deformed infants are not 
reared, but are quietly buried at birth. In over 12,000 
persons examined in the group, the gross congenital 
abnormalities noted, apart from minor anomalies of 
development causing no disability, were two cases of 
congenital dislocation of the hip, which would not be 
discovered till walking commenced; six cases of harelip, 
a defect not considered serious enough to warrant destruc- 
tion of a child; and one case of cleft palate associated 
with harelip. 

Although albinism, a most striking abnormality in dark- 
skinned people, is considered a great disability, which 
renders the sufferer unable to secure a partner in marriage, 
albino children are reared. Nine cases of this anomaly 
were seen among those examined in the group. 
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H4EMATURIA: DIAGNOSIS AND TREATMENT. 


By Ricuarp G. S. Harris, M.B., Ch.M., F.R.A.C.S., 
Sydney. 


H&MATURIA in some degree is the most common and 
the most significant symptom met with in a urological 
practice. It is rarely persistent and may vary in extent 
from a microscopic amount of blood to the passage of 
clots. Months or years may intervene between attacks, 
but the cessation of bleeding from symptomatic treatment 
is no indication that the originating cause has been 
controlled. Complete examination of the urogenital tract 
is demanded, and there can be no excuse for delay in 
carrying out this investigation. There are few diseases of 
the urinary tract in which hematuria does not appear at 
some time during its course. Of these the most common 
are: 

Upper portion of the urinary tract: 

Renal: 
(i) Caleulus 
(ii) Hydronephrosis 
(iii) Tumour 
(iv) Tuberculosis 
Ureteric: 
(i) Calculus 
(ii) Stricture 
(iii) Newgrowth 

Bladder: 

(i) Papilloma 
(ii) Carcinoma 
(iii) Calculus 

Lower portion of the urinary tract: 

(i) Affections of the prostate and prostatic portion 
of the urethra 
(ii) Stricture of the urethra 


Trauma must be added in each section. 


In a differential diagnosis general extra-urinary causes 
may have to be considered. These may be due to blood 
dyscrasia or to infection or inflammation, and medicinal 
or toxic. I would particularly draw your attention to 
hematuria occurring during the administration of sulpha- 
pyridine. Calculi of this composition are being reported. 

Though it may appear to be a truism, the best time to 
investigate hematuria is whilst the bleeding is in progress. 
A complete and painstaking search during an interval of 
freedom may fail to reveal the site affected. A careful 
history should always be taken, when symptoms and signs 
can be weighed and correlated. The passage of urine at 
the time of examination, and under observation, will some- 
times suggest whether the upper or lower portion of the 
urinary tract is affected. Bimanual rectal examination 
must never be omitted. 

Excretion urography should be practised as a routine 
measure and should always be preceded by a plain X-ray 
examination of the urinary tract. Cystoscopic examination 
must include a careful search of the vesical cavity, 
preferably with different types of lens systems, for example, 
angular and fore-oblique, and examination of the prostatic 
portion of the urethra. The bladder inspection should be 
performed in a systematic and segmental manner, so that 
no area may be overlooked, even should a single tumour 
be found on the first immediate visual inspection. The 
ureteric orifices should be watched before catheterization, 
and the nature of the efflux from each should be observed. 
Although the intravenous injection of indigo-carmine is 
my routine method prior to cystoscopic examination, its 
omission until] later in the course of the investigation may 
prevent the masking of a faintly blood-tinged efflux from 
a ureteric orifice. The facility with which ureteric catheters 
are passed should be noted, and the drainage from each 
should be collected for pathological examination and report. 

Should the cystoscopic examination be carried out when 
the urine is free of blood, difference in the density of the 
indigo-carmine secretion would suggest renal involvement. 

Single or bilateral retrograde pyelographic examination 
may be necessary, depending on the findings previously 
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obtained by excretion urography and on what is revealed 
by the cystoscopic examination. Comparison may be 
valuable. 

By far the most common cause of hematuria is renal 
calculus, and whilst the classical symptoms of colic, 
frequency of micturition and hematuria are usual, a gross 
amount of blood may appear without other symptoms. 

Renal calculus should always be removed when possible 
by incision of the renal pelvis. When this is not possible, 
nephrotomy, immediately over the stone, must be per- 
formed. This should always be accompanied by temporary 
nephrostomy, to guard against infection and secondary 
hemorrhage. 

Hydronephrosis, particularly of the upper obstructive 
type (that is, due to obstruction at or about the uretero- 
pelvic junction), is frequently accompanied by severe 
hematuria. 

Some years ago I saw a woman, aged thirty-six years, who 
was complaining of mild bilateral lumbar pain and pyuria, 
and such gross hematuria that her red cells numbered less 
than 2,000,000 per cubic millimetre. Some six months 
previously her urinary tract had been investigated and 
bilateral hydronephrosis had been found, far more advanced 
on the right than on the left side. Surgical measures had 
been considered inadvisable and vaccines had been given. 
After a blood transfusion a cystoscopic examination showed 
blood and pus to be coming from the right kidney. A 
number 10 ureteric catheter was passed beyond an obstruc- 
tion at the uretero-pelvic junction, and was retained for 
some ten days in the kidney, which was washed out 
frequently with silver nitrate. The bleeding rapidly ceased, 
the infection cleared up, and considerable improvement was 
noted in the function of the kidney. At operation an aberrant 
renal artery and vein obstructing the uretero-pelvic junction 
were divided, a large amount of redundant pelvis was 
resected, and a plastic operation was performed at the site 
of the obstruction. Three months later an aberrant artery 
and vein causing obstruction to the opposite kidney were 
divided. No plastic operation was necessary. 

This case demonstrates several important points: (i) The 
presence of hydronephrosis in its fellow should always 
be suspected and excluded when hydronephrosis is found 
in one kidney. (ii) Bilateral hydronephrosis is not a contra- 
indication to surgical repair if the renal function is 
satisfactory. (iii) The power of functional recovery of 
a hydronephrotic kidney can be estimated by the response 
shown to free drainage with an inlying ureteric catheter. 

I would add that temporary nephrostomy may at times 
be a life-saving operation in hydronephrosis. 

In renal neoplasm hematuria is often the first com- 
plaint, and the frequent association of hematuria with 
newgrowth of the kidney is one of the most potent 
arguments for early and complete investigation. It must 
always be borne in mind that the triad of tumour, pain 
and hematuria is a late finding. 

The interpretation of excretion urograms and retro- 
grade pyelograms, particularly in cases of suspected renal 
tumour, may be fraught with great difficulty, and when 
doubt exists as to the certainty of diagnosis the examina- 
tion should be repeated to confirm the previous findings. 
Operation should be undertaken if any doubt still exists. 
Inspection and palpation of the kidney will generally 
clinch the diagnosis; but nephrotomy should never be 
performed, as the danger of implanting malignant cells 
is too great to be risked. It is far better to remove a 
suspected kidney than to leave behind one in which there 
is early malignant disease. 

The presence of secondary deposits in bone or else- 
where, as demonstrated by X rays or otherwise, is a 
contraindication to operation. Nephrectomy should be 
followed by a course of deep X-ray therapy. 

In very large tumours, which would appear to be 
inoperable, deep X-ray therapy will at times cause pro- 
nounced shrinkage in size and increase in mobility, and 
permit later removal. Provided the general condition is 
reasonably good, no patient’s condition should be declared 
inoperable until deep X-ray therapy has been tried. 

A recent communication from Mr. Walter Galbraith, 
of Glasgow, described the apparent cure, without operation, 
of several patients suffering from malignant disease of the 
kidney, proved by biopsy, who had been treated only by 


deep X-ray therapy; but the consensus of urological opinion 
is that when reduction in size takes place nephrectomy 
should be performed. 

With regard to nephrectomy, wide exposure is essential. 
In the majority of cases I favour a boomerang-shaped 
lumbar incision, with resection of portion of the twelfth 
and sometimes of the eleventh rib. I never have the 
slightest hesitation in removing a rib, if I feel that 
control of the pedicle may be difficult. Rib resection can 
make a difficult operation comparatively easy and an 
almost impossible operation practicable. At times, when 
the tumour is very large, even this exposure will obviously 
be insufficient, and a transperitoneal operation should be 
= with mobilization of the ascending or descending 
colon. 

In renal tuberculosis, hematuria, accompanied by pyuria 
and by pronounced frequency of micturition, is the common 
syndrome, and here again bleeding may be the earliest 
symptom. The ultimate diagnosis in doubtful cases will 
depend on the finding of the tubercle bacillus in the 
urine, on repeated examination of twenty-four hour speci- 
mens, by culture, or by injection of urine into a guinea-pig. 
The characteristic furring and worm-eaten appearance that 
is seen in the calices on urographic or pyelographic 
examination, and the observation of tubercles in the 
bladder, place the diagnosis beyond doubt. Active tuber- 
culosis outside the urinary tract must be brought under 
control, preferably by sanatorium treatment, before 
operation can be undertaken. When only one kidney is 
affected, nephrectomy is the treatment of choice. As much 
of the ureter as can be reached through the lumbar 
incision should be removed and the end carbolized. 
Drainage of the wound should be avoided. When the 
technique described above has been employed, sinus forma- 
tion has been conspicuous by its absence. 

I have employed for many years injections of tuberculin 
as a routine post-operative treatment, and the method 
appears to be of value. Prolonged rest and medical treat- 
ment, preferably in a sanatorium, should be advised after 
operation. 

Among the less common conditions, renal sympathetico- 
tonus, polycystic disease and solitary cyst must be con- 
sidered in the differential diagnosis of renal bleeding. 

The diagnosis of ureteric calculus is usually simple, 
though some ingenuity may be required to demonstrate 
a stone that is radio-opaque. The injection of air through 
a ureteric catheter (pneumopyeloureterography) will at 
times be an aid to routine pyelography. Wax-tipped bulbs 
may be used; the wax is examined for scratches through 
a magnifying glass after its withdrawal. The majority of 
ealculi do not require surgical removal, as ureteric dilata- 
tion or manipulation with multiple catheters results in 
their expulsion. The relative size of the calculus and 
the ureter and the degree of back pressure on the kidney 
are the main guides as to whether conservative or 
operative treatment should be undertaken. I have had 
no experience of stone extractors. 

Ureteric stricture, intrinsic or extrinsic, which, in my 
experience, is a relatively common condition, is demon- 
strated by X rays and by obstruction to the passage of a 
bulb-tipped dilator, and by the typical “hang” which is felt 
on withdrawal of the dilator. The constant occurrence of 
dilatation of the ureter above a certain point, in the absence 
of a demonstrable calculus, is evidence in favour of 
ureteric stricture as opposed to spasm. The treatment of 
intrinsic stricture consists of gradual dilatation of the 
ureter with bulbtipped dilators of increasing size, at 
intervals of about ten days, until a number 15 F. bulb 
can be passed. Unless this degree of dilatation can be 
attained, permanent cure cannot be assured. 

In extrinsic stricture, whilst dilatation is sometimes 
successful, the cause must be sought and removed 
surgically. 

Hematuria is not an infrequent accompaniment of 
appendicitis and is generally due to a localized ureteritis. 
Again, ureteritis is not infrequently caused by seminal 
vesiculitis, a condition which must constantly be borne 
in mind when lower ureteric colic is being dealt with. 
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In women, inflammation of the broad ligament causes a 
similar condition. Chronic segmental ureteritis may lead 
to stricture formation. 

Primary neoplasms of the ureter are exceedingly rare, 
but implants from papilloma of the renal pelvis are not 
uncommon. Tumours can generally be demonstrated by 
urographic and retrograde pyelographic examination. The 
finding of a blood-stained efflux on cystoscopic examination 
and the recovery of clear urine from the kidney after the 
passage of a catheter are suggestive. Treatment consists in 
nephro-ureterectomy, two separate incisions being used. 

In the consideration of vesical causes of hematuria 
newgrowth holds pride of place. Papilloma and carcinoma 
of the bladder and calculus in the upper part of the tract 
form the great majority of cases in which blood-stained 
urine is found. The frequency and the amount of blood 
that is passed give no indication of the size or of the 
nature of the growth, neither does the severity of associated 
symptoms, nor their absence, prove of great assistance. 
Cases in which but a single bleeding has occurred may be 
involved in advanced malignant disease of the bladder. 

I recently saw a man, aged eighty years, on whom a 
prostatectomy had been performed eight years previously. 
After a fall whilst attempting to climb a fence, he noticed 
that he was passing blood. Cystoscopic examination revealed 
multiple papillary carcinoma. 

Non-malignant papilloma is rarely multiple, is peduncu- 
lated, and its appearance is suggestive of a cauliflower. 
There is seldom any adherent pus or phosphatic débris, 
there are no solid bald areas of growth, and there is no 
surrounding induration of the bladder. Multiplicity is 
almost invariably an indication of malignancy. Endo- 
scopic destruction with the high frequency current is the 
most widely accepted form of treatment. Repeated check-up 
examinations should be made for at least twelve months 
to guard against recurrence. 

Malignant papillary tumours generally have a wide base. 
They show areas of slough with attached mucus and 
phosphatic débris, and in general do not show the fine 
branching which is apparent in papillomata. They are 
frequently completely bald. Any tumour that can be 
palpated on bimanual examination and with which 
induration of the bladder is associated, must be considered 
malignant. 

Numerous different forms of treatment are in use. Even 
with the smaller growths the endoscopic application of 
the high frequency current does not give uniformly satis- 
factory results. Suprapubic cystotomy with excision of 
the tumour-bearing portion of the bladder is the ideal 
treatment when the tumours are so placed that excision 
is possible. When it is impossible, diathermic removal of 
the tumour through a cystotomy incision and the wide 
application of the high frequency current to its base are 
practised. 

Thomson Tait, of Melbourne, recently demonstrated 
some excellent results. Suprapubic cystotomy, with 
adequate exposure of the tumour, was followed by the 
insertion of radon seeds, in accurately measured dosage, 
into the tumour and surrounding bladder wall. Deep 
X-ray therapy frequently has some palliative symptomatic 
effect, but is quite unreliable as a curative measure. 

The prospect of successful treatment depends on the 
promptness of diagnosis and the early institution of 
treatment. 

In the advanced cases in which radical surgery is 
contraindicated, comfort and freedom from symptoms for 
a time can frequently be maintained by the application 
of the high frequency current at regular intervals. 

I have previously mentioned the importance of a careful 
history prior to investigation, but on occasions this may 
be misleading. I have seen the association of neoplasm 
with chronic nephritis on several occasions. 

Vesical calculus in young subjects generally follows 
the descent of a renal calculus. Foreign bodies should 
also be borne in mind. 

I have seen in two boys, aged fourteen and sixteen years, 
chewing gum that had been inserted into the urethra and 
that had slipped up into the bladder. 


In older men bladder-neck obstruction is most frequently 
the originating cause. The practice of removing a calculus, 
either by lithotrity or by suprapubic cystotomy, and 
ignoring the possible bladder-neck obstruction which may 
be found only by cystoscopic inspection, cannot be too 
strongly condemned. Diagnosis is easy by means of 
X rays, by “sounding”, or by cystoscopic examination. 
Renal function should always be within normal limits 
before lithotrity is performed. When the urine is dirty 
or when the renal function is lowered, preliminary treat- 
ment with an inlying catheter and bladder lavage should 
be practised. 

The passage of blood in considerable quantity is not a 
usual symptom of prostatic obstruction, though clot 
retention following instrumentation is by no means rare. 
Gross hematuria associated with prostatism requires 
investigation. Papilloma or carcinoma of the bladder may 
be found and must be treated prior to .any prostatic 
operation. 

The diagnosis of prostatic obstruction is usually evident 
from the history and from the findings on rectal examina- 
tion. Cystoscopic examination may be necessary in doubtful 
cases for diagnosis and to determine whether prostatectomy 
or endoscopic resection is the most suitable treatment for 
the type of obstruction found. I believe that the treatment 
must be selected to suit the disease, and that no disease 
can be made to suit any one type of treatment. 


The posterior portion of the urethra is a not uncommon 
source of hematuria and should always be carefully 
examined during any cystoscopic investigation. This is 
especially necessary in adolescents, in whom hypertrophy 
and congestion of the verumontanum are quite common. 
The appearance of blood at the commencement or at the 
end of micturition, in small or relatively large quantities, 
blood-stained discharge from the urethra, and hemato- 
spermia are suggestive symptoms. Papilloma and inflam- 
matory granuloma of the deep urethra should also be 
excluded. Treatment consists in the application of the 
high frequency current to the affected sites. 


In the female hematuria from chronic urethritis and 
from urethral caruncle is of fairly frequent occurrence. 
In the former condition small polypoid masses can be 
seen on urethroscopic examination and should be destroyed 
by the application of the high frequency current after 
dilatation of the urethra, which is generally found to be 
contracted. In the latter condition, search should always 
be made for the orifices of the Skene’s ducts, which, I 
believe, are generally the original site of the infective 
process that underlies the formation of a _ caruncle. 
Thickening, pouting and redness of the floor of the urethral 
orifice, and frequently the presence of pus that can be 
expressed, are diagnostic signs of skenitis. Destruction of 
Skene’s ducts and of the caruncle with diathermy is the 
treatment of choice. 

Occasionally, in women, varicosities of the bladder base 
are the observed cause of bleeding. 

The diagnosis of urethral stricture presents no diffi- 
culties, but the condition must be borne in mind in those 
cases in which there are some associated difficulty and 
frequency of micturition, especially in men of “prostatic” 
age. The treatment of choice is gradual gentle dilatation 
with bougies or sounds. Should difficulty be encountered, 
my practice is to perform an internal urethrotomy. This 
must be followed up with the regular passage of sounds 
for twelve months. In those cases of stricture in which 
rapid recontracture occurs, either following the passage 
of sounds or following internal urethrotomy, or in which 
it is found impossible to pass the stricture even with a 
filiform bougie, external urethrotomy by a modification of 
the method of Hamilton Russell is, I think, the best 
operation. Suprapubic cystotomy should always immediately 
precede the urethrotomy if the renal function is normal; 
or if the tests are unsatisfactory, suprapubic drainage 
should be maintained until renal recovery has occurred. 
A grooved sound is passed down the urethra from above— 
that is, through the cystotomy opening. This facilitates 
the exposure and mobilization of the urethra on the 
proximal side of the stricture. Excision of the strictured 
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area and of the surrounding inflammatory tissue is fol- 
lowed by approximation of the roof of the urethra with 
from three to five chromicized gut sutures. Tension must 
be avoided. The floor is left open and no catheter drainage 
is instituted per urethram. A sound is passed on the 
twelfth day after operation, after which the suprapubic 
drain is removed. Hamilton Russell was the first to 
postulate that a tube lined with mucus membrane would 
regain its natural form after division, provided portion 
of its cut ends were approximated. 

Trauma of the urinary passages is a subject apart, 
and I shall only indicate briefly diagnostic measures and 
give an outline of the treatment. 

In suspected renal injury, as soon as the stage of shock 
has been overcome, an excretion urogram should be taken. 
This will give some idea of the amount of damage that 
has been done to the kidney and whether an intracapsular 
or extracapsular extravasation has occurred. It will also 
demonstrate the presence or absence of a kidney on the 
opposite side and give an approximate idea of its function. 
This is a precaution that must never be omitted. Intra- 
capsular extravasation may be treated by conservative 
means; extracapsular extravasation must be treated by 
open operation. When conservative treatment is decided 
upon, careful watch must be kept on the temperature and 
pulse rate as well as on the general and local conditions. 
A rise in temperature, a rise in pulse rate, an increase 
in muscular rigidity, or the appearance of a tumour and 
continuous bleeding are indications for surgical inter- 
vention. At operation the kidney must be treated according 
to the amount of tearing that is found. Plugs of muscle 
tissue and small fat grafts incorporated in the sutures 
often control hemorrhage and allow considerable repair 
to be undertaken. Partial nephrectomy, with a similar 
technique, is preferable to complete removal if more than 
half of a useful kidney can be retained. Nephrostomy and 
adequate drainage of the perirenal space are safeguards 
against secondary hemorrhage and infection, which are 
the greatest post-operative dangers. 

Rupture of the bladder may be either intraperitoneal 
or extraperitoneal, and it is frequently associated with a 
fractured pelvis and indirect trauma. The passage of 
blood-stained urine following pelvic injury is a definite 
sign of damage, either to the bladder or to the urethra. 
The repeated passage of such urine, even in moderate 
amounts, is no indication that extravasation has not 
occurred. In rupture of the bladder urography is again 
valuable. Cysto-urethroscopic inspection is the best means 
of clearing up any doubt in diagnosis and is actually the 
only reliable method, apart from operation, of demon- 
strating the degree, nature and position of the injury. 
Early operation and suture of the torn peritoneum and 
bladder, with adequate drainage of the peritoneal cavity 
and of the space of Retzius, and cystotomy are essentials. 
In the case of intraperitoneal rupture particularly the 
prognosis depends on early diagnosis and prompt operation. 

Rupture of the posterior portion of the urethra, too, is 
generally associated with fracture of the pelvis, whilst 
rupture of the membranous and anterior portion of the 
urethra is brought about by direct violence. The ease 
with which a catheter may be passed may give no 
indication of the degree of trauma, nor is the withdrawal 
of blood-stained urine proof that extravasation has not 
taken place. Here again a positive diagnosis is easily 
made by cystoscopic examination. Rupture of small degree 
can be treated by an inlying catheter alone. If there is a 
considerable tear, and if gross extravasation has taken 
place, perineal section is necessary. Primary suture of the 
torn portions of the urethra must be undertaken and free 
drainage must be provided. Suprapubic cystotomy and 
bladder drainage ensure freedom of the wound from 
urinary contamination and sepsis. Sounds should not be 
passed for at least two weeks, and the passage of sounds 
should be followed up at regular intervals for at least 
six months. 

Conclusion. 

I do not presume to have given a complete exposition 
on the diagnosis and treatment of all the various conditions 
of which hematuria may be a prominent symptom, but 


I have endeavoured to indicate those that are most 
important and most commonly met with. If from my 
remarks it has been realized that bleeding, however slight 
or however gross, is a warning of genito-urinary disease 
of the first magnitude demanding immediate investigation, 
I shall have accomplished my object. It is sound practice 
always to consider hematuria as being of neoplastic 
origin until the contrary has been proved by complete 
investigation. 


— 


Reviews. 


TUBERCULOSIS INFECTION IN JAVA. 


In his thesis for the doctorate of the University of Batavia, 
entitled “The Tuberculin Reaction”, Dr. Injo Beng Liong 
describes first his experiments to find a suitable standard 
technique for the intracutaneous tuberculin test and then 
the application of the method to a tuberculin testing survey 
in rural Java. In the course of his preliminary experiments 
he tested some 13,000 school children of various races, while 
in his main survey he tested 26,000 Javanese of all ages. 
He concluded that the Mantoux test was superior to the 
von Pirquet test for his purposes and that the best standard 
technique comprised an injection of a 1 in 10,000 dilution of 
tuberculin followed by an injection of a 1 in 100 dilution. He 
made no experiments with and makes no allusion to single 
injections of small volumes of the stronger dilutions. Tuber- 
culosis infection among native and Chinese children in 
Batavia was found to be very prevalent, 66% and 78% 
respectively being reactors to the tests by the end of their 
school life. In the rural population, too, it could be deduced 
that tuberculosis was endemic, 70% of the population over 
the age of thirty being reactors to tuberculin. Dr. Injo 
is to be congratulated on his vast work both in its achieve- 
ment and in its presentation; it will doubtless be of great 
value in the future planning of measures for the control of 
tuberculosis in Netherlands India. 


PATHOLOGY OF THE SKIN. 


TuHeE title “Practical Handbook of the Pathology of the 
Skin” may not convey to prospective readers that the volume 
is a laboratory guide with the emphasis strongly laid on 
histology. This is the second edition of a book which 
originally appeared in 1903 and which has been out of 
print for a number of years” The present edition retains 
the methods and approach of the older, except that most 
of the illustrations, and these can be warmly praised, are 
new. It is a pity that when the opportunity arose of 
reissuing a really admirable text-book care should not have 
been taken to bring the subject matter up to date. There 
is no mention whatever of allergic conditions of the skin— 
an unpardonable omission. What the text, no doubt owing 
to a misprint, refers to as “dermographisism”, a diagnostic 
procedure to which Australia has made a notable gontribu- 
tion, is very inadequately described. We should like to know 
why there should be directions how to estimate hzemoglobin, 
to count blood cells and platelets and to determine the 
coagulability of the blood in such a work when far better 
descriptions of the technique of each will be known to the 
medical reader. 

The account of dermatophytes is excellent, but might have 
been expanded; for instance, the Australian reader who looks 
for information on tinea infections of the foot will gain little 
guidance. The first five chapters are devoted to laboratory 
methods of preserving, embedding, cutting and staining 
skin preparations; after this there is the systematic presen- 
tation of the histopathology of the epidermis, corium, hair, 
hair follicle, nail, sebaceous and sweat glands, the pigments, 
blood vessels, nerves, muscles and lymphatics of the skin. 
Chapters 33 to 37 inclusive deal with parasitic diseases. 
Despite the faults mentioned, the book will be found useful. 
not only by dermatologists, but by the general mass of 
practitioners, for the exposition is clear and the survey 
fairly comprehensive. 


1“The Tuberculin Reaction. An Investigation into a Standard 
Technique for Determining Tuberculin Indices and the Applica- 
tion Thereof to a Rural Population Group in Java’, by Injo 
Beng Liong: 1940. Batavia: The Children’s Department of 
the Medical College. Royal 8vo, pp. 206, with illustrations. 

2“Practical Handbook of the Pathology of the Skin. An 
Introduction to the Histology, Pathology, Bacteriology and 
Mycology of the Skin, with Special Reference to Technique”, 
by J. M. H. Macleod, M.A., M.D., F.R.C.P., and I. Muende, 

.B., B.S., B.Sc.; Second Edition; 1940. London: H. K. Lewis. 
Royal 8vo, pp. 436, with illustrations, many of which are in 
colour. Price: 42s. net 
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be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, full 
date (month, day and year), number of the first page of the 
article. If a reference is made to an abstract of a paper, the 
name of the original journal, together with that of the 
journal in which the abstract has appeared, should be given 
with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


THE CONTROL OF WHOOPING COUGH. 


No person who sees many young children with whooping 
cough will deny its gravity, and there is ample evidence 
to convince the uninformed who may have doubts on the 
subject. The number of infections that occur in the 
Commonwealth cannot be determined, since whooping 
cough is notifiable as an infectious disease only in South 
Australia, in the Australian Capital Territory and in the 
Northern Territory. The statement by Dr. Dorothy Gepp, 
however, in the early part of her article published in this 
issue that whooping cough. among all the infectious 
diseases, is “by far the most potent cause of infantile 
death” is, to say the least of it, arresting. It may also 
be recalled that in his review of the mortality rates of 
the four main infectious diseases of childhood over a long 
period of time, published in this journal on September 23, 
1939, Dr. E. S. A. Meyers showed that the deaths in New 
South Wales from 1920 to 1938 numbered 3,561 from diph- 
theria, 2,945 from whooping cough, 1,121 from measles and 
754 from scarlet fever. Of the children who died from 
whooping cough, more than 96% were less than five 
years of age. Of those who survive, all are not left healthy. 
Little wonder, then, that great effort has been made to 
find an effective prophylaxis against a disease that kills 
s0 many babies while the medical attendant stands helpless, 
without a single really successful therapeutic aid. A large 
number of elaborate and extensive experiments have been 
reported, chiefly by American workers, and Dr. Gepp 
refers to some of them. From the mass of literature 
certain common conclusions stand out with undeniable 
clarity. The first is that vaccination does provide pro- 
tection against whooping cough, but the vaccine must be 
of a certain type. The causal organism of pertussis passes 
through a number of “phases” during the course of the 
disease, phase 1 organisms being present during the early 
weeks. It is from organisms in this phase that a vaccine 
must be prepared. There is not a single well-informed 


writer in recent years who does not insist on the use of a 
guaranteed phase 1 vaccine for prophylactic use. The 
results on the whole are very similar; two typical reports 


may be quoted. The first is the very extensive and 
thorough trial of vaccine carried out in Grand Rapids, 
United States of America, under the enthusiastic direction 
of Pearl Kendrick and reported by L. J. Schermerhorn.* 
At the end of five years 2,000 children had been vaccinated 
and 2,000 enrolled as controls. They had been assiduously 
followed by a staff of visiting nurses. Of the vaccinated 
group, 295 had come into intimate contact with whooping 
cough, but only 40, or 13:5%, had developed the disease. 
Of the control group, 358 children had become intimately 
exposed, and 270, or 75%, had acquired the disease. The 
second report is that of C. H. Singer-Breokes,? who, in 
groups of 272 vaccinated and 256 non-vaccinated children, 
achieved a protection rate of 83-4% and 12:6% respectively 
among the exposed children. One of the few prominent 
workers to report disappointing results with vaccine is 
J. A. Doull;* but there is one significant step in which the 
preparation of Doull’s vaccine differs from that of other 
workers, and herein may lie the explanation of his poor 
results. Most American workers use large doses of vaccine, 
80 billion organisms divided into three doses at approxi- 
mately weekly intervals. Babies of three to four months 
can be safely vaccinated, but some hesitation to use 
vaccine in younger babies is apparent among American 
writers; a small dusage can, however, be given without 
fear. Perhaps it would be well to accept the opinion 
quoted by Dr. Gepp, that the most suitable time for 
immunization is the second half-year of life, when the 
child is about eight or nine months old. The vaccine 
should be given close under the skin and not intra- 
muscularly. The protection achieved admittedly may not 
be complete, but it is very encouraging, particularly as 
this is a disease in which even an attack does not always 
produce permanent immunity. 

These experiments have been carried out on children 
who have not already been exposed to the disease. An 
even more urgent problem is the protection of the child 
who has been exposed. The protection rate achieved 
among such children by large doses of vaccine is distinctly 
lowered, and in general falls lower the longer the time 
elapsing between exposure and_ vaccination. Many 
divergent opinions have been expressed; but it seems 
clear that vaccine given late in the incubation period is 
unlikely to give much protection. In this regard readers 
are referred to a paper by Dr. S. W. Williams, based on 
work carried out at the Children’s Hospital, Melbourne, 
and published in this journal in June, 1936. Certain work 
suggests that smaller doses of vaccine produce a higher 
protection rate in children already exposed. Thus a letter 
in this issue of the journal describes an uncontrolled 
experiment in the Royal Alexandra Hospital for Children, 
Sydney, in which a protection rate of 100% of exposed 
children was achieved by the use of 25 billion organisms, 
the preparation used being the phase 1 vaccine supplied 
by the Commonwealth Serum Laboratories. There is a 
tendency in some American centres to use convalescent 
or hyperimmune serum for protection of exposed children. 
Convalescent serum is prepared from the blood of patients 


1 Journal of Pediatrics, August, 1938. 
2 Journal of Pediatrics, January, 1939. 
® American Journal of Diseases of Children, October, 1939. 
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six to eight weeks after an attack of whooping cough. 
Hyperimmune serum is prepared from the blood of healthy 
adults who have had whooping cough during childhood. 
Each is vaccinated with 200 billion phase 1 organisms 
over a period of six to eight weeks. Phlebotomy is per- 
formed one week and again two weeks after the last 
injection and the serum is separated from the blood. A 
dose of serum varying from 10 cubic centimetres for the 
new-born infant to 40 cubic centimetres for the child is 
given by intramuscular injection as soon as possible after 
exposure to the disease. Some workers give a further 
10 cubic centimetres a week later. P. Cohen and J. 
Lapin' report a protection rate in a mixed age group of 
80% with convalescent serum, 67% with hyperimmune 
serum, 61% with normal adult serum, and only 30% 
with vaccine using a dosage of 80 billion organisms. 
Schermerhorn, in a mixed age group, reports a protection 
rate of 73% with convalescent serum and 66% with 
vaccine (80 billion organisms) as against an escape rate 
of 18% in the untreated controls. In babies under the 
age of one year, including eight less than one month of 
age, he found a protection rate of 82% with convalescent 
serum against an escape rate of 20% in the unprotected 
controls. 

While further trials along these lines are being 
vigorously pursued, the following conclusions seem clear 
enough to guide us in our current practice. Phase 1 
vaccine, readily available in Australia, affords valuable, 
though not complete, protection against whooping cough. 
The question of routine immunization suggested by Dr. 
Gepp should be seriously considered. If the uncontrolled 
observation reported from the Royal Alexandra Hospital 
for Children is accepted at its face value, a total dosage 
of 25 billion organisms is probably sufficient, particularly 
if exposure to the disease has already occurred. Greater 
protection can be afforded to the already exposed child by 
the use of convalescent or hyperimmune serum, which 
unfortunately is not available commercially. The pooled 
human serum, available from the Commonwealth Serum 
Laboratories, may be the best protection available for the 
young baby who has been exposed to infection and who, 
in the opinion of the medical attendant, is too young to 
be given vaccine. Vaccine is generally regarded as being 
of little use in the treatment of established disease, and 
is even said by some workers to increase its severity. 
It is to be noted that Dr. Gepp is not prepared to express 
an opinion on this point. Vaccine should always be stored 
in a refrigerator or ice-chest to preserve its potency. 


Current Comment. 


MENTAL HYGIENE AND TRAFFIC ACCIDENTS. 

Trarric accidents rank high as a cause of death despite 
the vigorous effort that has been made to curb the 
irresponsible and reckless driver. L. W. Selling,? of the 
Psychopathic Clinic of the Recorder’s Court of Detroit, 
opens new possibilities of control when he emphasizes the 
mental state and hygiene of persons involved in traffic 
accidents. A review of accidents in America in 1939 
reveals that 95% of the drivers involved had had more 
than a year of experience in driving, 85% of the accidents 


1 Journal of Pediatrics. July, 1939. 
2 The Journal of the American Medical Association, September 


14, 1940. 


occurred on clear dry days, 76% of the motor cars were 
going straight forward at the time of the accident, and 35% 
of the accidents occurred between intersections. Mechanical 
failure of the car has been blamed by the Michigan State 
police for only 2% or 3% of accidents. Thus much of the 
blame must be transferred from the weather, the road 
engineer or the motor car to the driver or pedestrian. It is 
the crease factor at the time of the accident that counts 
most. 

The first remedy suggested by Selling is the rather 
obvious one of public education by means of broadcasts, 
newspapers, safety cartoons and posters; but he wisely 
emphasizes the need for this education to be scientific 
and accurate, coordinated and interesting. 

The second remedy is more novel. It is a recommendation 
for the adoption of some system as that worked out and 
used by the Detroit Police Department, which makes 
thorough use of a psychiatric clinic for the evaluation of 
the mental hygiene of drivers who have been charged with 
driving offences. The task of the clinic is to report on 
the physical and mental aptitude of the driver, the 
possibility of therapy to remedy significant abnormalities 
or the advisability of cancellation of the driver’s licence. 
As full a physical and psychiatric examination as is 
deemed necessary in each case is carried out. Psychotic 
and feeble-minded persons lose the right to drive. The 
drunken driver presents a problem of major proportions. 
Of those brought before the clinic, the majority were not 
chronic alcoholics or heavy drinkers, but persons who had 
taken but a small amount of alcohol on an empty stomach 
under conditions of mental or emotional stress. Readers 
are referred in this regard to a discussion in these pages 
on motor-car driving and intoxication appearing in the 
issue of November 27, 1937. 

In the physical examination such traits as reaction time, 
judgement of speed and distance, and colour blindness, should 
be tested. Frank organic disease, such as cerebral syphilis, 
or post-encephalitic behaviour problems may be revealed. 
The social history may reveal a brow-beaten husband or a 
boy suppressed by his parents, for whom driving provides 
the opportunity for self-assertion in an aggressive and 
dangerous way. The psychologic and psychiatric examina- 
tion is important. The degree of feeble-mindedness that 
bars a person from driving cannot be arbitrarily delimited; 
but any but a mild degree tends to be accompanied by a 
general anti-social attitude and an unbalanced judgement 
in an emergency. Even among the highly intelligent, 
aggressive irresponsible drivers may be produced by the 
compulsive tendencies of a deeply rvoted mental complex. 
An anxiety neurosis may be the reason for the dis- 
tractibility and lack of concentration that produce an 
accident. Many of these persons will, of course, respond 
to treatment, so that the suspension of their driving licence 
need be only temporary. 

While the value of such a clinic is stressed by Selling, 
he realizes that it applies only to the driver and not to the 
pedestrian, and thus leaves untouched a large part of the 
human element in accidents, for pedestrians were respon- 
sible for 38-9% of the deaths coming within the scope of 
this survey. The shortcomings of the clinic were also 
emphasized by Daniel Blain in the ensuing discussion when 
he pointed out that only one-third of traffic accidents 
were caused by the accident-prone drivers who would be 
discovered by the clinic. The remaining two-thirds were 
caused by “one-accident drivers”, a single lapse of careless- 
ness, compulsion, timidity or gambling by a relatively 
normal person. He concludes that the accident problem 
narrows down to the discovery, the treatment and the 
elimination of a small group of high accident drivers, 
and to the enormous task of influencing the great mass of 
pedestrians and relatively normal drivers who contribute 
to the great percentage of accidents. 

Selling’s communication is of interest to this journal in 
view of our suggestion some years ago that there should be 
established in one or more of the Australian States a 
motor accident investigation board, which, operating over 
a period of years, would investigate accidents of every 
kind and of every degree of severity. (See THE MEDICAL 
JoURNAL OF AUSTRALIA, May 25, 1935.) We do not propose 
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to traverse the arguments put forward on that occasion, 
but wish to recall the statement that: “It would probably 
be found ... that the most variable factor of all—the 
human mind and its power of concentration on the work of 
driving—was generally at fault.’ We held that after a 
period of investigation legislation suitable to the findings 
of the board would have to be passed by the legislature. 
This legislation might make provision for some bureau 
established on lines similar to those on which the Detroit 
bureau is run. Unfortunately, however, no serious attempt 
has yet been made to reduce the mounting total of deaths 
from motor-car traffic in our midst. 


STERILIZATION OF THE AIR IN THE 
OPERATING THEATRE. 


Tuk principles of aseptic surgery are today so well 
established that they are practised almost intuitively by 
surgeons and all who assist them. But breaches of asepsis 
and failure of healing by primary intention fall not 
infrequently within the experience of most operators, 
expostulate as they may to the contrary, though there is 
reason to think that some surgeons and some hospitals 
ure more successful in avoiding them than are others. The 
microbe which is most commonly the cause of infection 
of surgical wounds, the staphylococcus, is normally an 
inhabitant of the patient’s skin, whence the most careful 
pre-operative antiseptic preparation cannot eradicate it. 
Indeed, some hold that over-assiduous preparation of the 
skin may damage its natural power to overcome bacterial 
invasion and so predispose to wound infection. It is 
certain that the ungentle handling of the tissues and 
imperfect apposition of the wound edges in suture con- 
stitute breaches in aseptic technique which may defeat 
the best-made schemes to eliminate bacteria before and 
during the operation. 

During the past few years a good deal of consideration 
has been given to the air of the operating theatre as a 
possible source of wound contamination. F. L. Meleney, 
writing in 1935, stated that 30,000 to 60,000 bacteria settle 
out of the air on the sterile operation field during the 
course of one hour; and it has been stated that the 
bacterial content of the air increases with the number of 
people in the theatre and with the time that it is in use. 
In 1936 D. Hart first reported experiments which he had 
made of irradiating the field of operation with ultra- 
violet rays in order to kill bacteria falling from the air 
into the wound. In 1937 he reported that an exposure of 
three minutes to the light of his apparatus was sufficient 
to kill all bacteria on a blood agar surface. In 1938, 
summing up, he stated that pathogenic bacteria floating 
in the air and universally present in the occupied room are 
the greatest cause of infection in clean incisions in the 
modern well-run operating theatre; that, while air- 
conditioning with forced ventilation is effective in reducing 
the amount of contamination of the air, it is highly 
desirable that the remaining microbes in the vicinity of the 
wound and the sterile supplies be killed; and that bac- 
tericidal irradiation offers the most effective method of 
sterilizing the air at the present time and should be 
used to protect the region of the operation and the sterile 
supplies. 

An interesting report of the practical application of this 
method has recently*? come from R. H. Overholt and R. H. 
Betts, of Boston, who were concerned at the incidence of 
some degree of sepsis in their thoracoplasty wounds in 
about one out of every seven patients. This rate of 
infection might be considered quite small for an operation 
which exposes so large an area of tissue, divides so many 
small vessels which cannot be secured, occupies such a 
long time and leaves a large dead space; still, wound 
infection after this operation not only may prejudice the 
recovery of a very debilitated patient, but may cause 
serious complications and hinder adjuvant operations. 
Overholt and Betts were able to halve the rate of infection 


‘Archives of Surgery. October, 1938. 
*The Journal of Thoracic Surgery. June, 1940. 


in a series of 261 thoracoplasties by improvements in the 


technique of wound closure. Then, having established that 
pathogenic microbes were present in large numbers in the 
air of their operating theatres, they planned in collabora- 
tion with W. F. Wells, now assistant professor of sanitary 
engineering in the University of Pennsylvania, and an 


| authority on air-borne infection, the installation of a system 


of ultra-violet light lamps, which would convert the entire 
theatre into a sterilizing chamber and eliminate the risks 


| and inconvenience to the surgeon, especially to his eyes, 
| found to be associated with the pioneer installations. It 
| was found that suitable equipment could be installed for a 


tive field. 


| effect was “astonishing”. 


cost of about fifty pounds, consisting of two pairs of quartz 
mercury vapour tubes, one pair placed high on either side 
of the theatre where the wall joined the ceiling; these 
were fitted with reflectors and directed towards the opera- 
Tests made by the exposure of plates of 
culture media in rooms in which large numbers of 
bacteria had been artificially dispersed into the air showed 
that when the lights were turned on their bactericidal 
Finally, Overholt and Betts 
report that they have performed 411 thoracoplasties under 
the ultra-violet rays, that infection occurred in only one 
patient out of every thirty-seven, and that all but two of 
the eleven infections which occurred were superficial. 

On the face of it a very good case is made out by 
Overholt and Betts for the more general employment of 
ultra-violet rays in sterilizing the air in operating theatres. 
But as remarkable to surgeons in this country as the 
excellent results which they report will be the fact that 
Overholt and Betts have in the space of a few years 
performed the operation of thoracoplasty no fewer than 
701 times. Even if this figure is derived from the number 
of stages carried out rather than from the number of 
completed operations, the surgeons and their helpers 
must have added considerably to their skill and finesse, 
however expert they may have been previously, and any 
such technical improvement of itself might be expected 
to reduce the incidence of wound sepsis. It would be of 
interest and value if Overholt and Betts would now essay 
a series of thoracoplasties without the ultra-violet rays. 


HYPERTENSION AND A WILMS TUMOUR IN 
A CHILD. 


A RECENT report by K. M. Koons and M. K. Ruch will 
be of interest to those who study arterial hypertension.’ 
A girl, aged seven years, whose systolic blood pressure 
while she was in health was 120 millimetres and whose 
diastolic pressure was 70 millimetres of mercury, was 
admitted to hospital with an abdominal tumour. Her 
blood pressure readings were then 180 and 130 millimetres. 
An apparently malignant tumour of the upper pole of 
the left kidney was diagnosed. At operation enlarged 
glands were found to extend outwards from the pelvis of 
the kidney and along the vena cava and aorta; the kidney 
was removed. Ten minutes after operation the systolic 
pressure was 135 and the diastolic pressure was 65 milli- 
metres of mercury. On the eleventh day after operation 
the figures were 116 and 76 millimetres. The pathological 
findings are described, but the authors state that the 
exact mode of interference with the renal circulation was 
not apparent; it was probably due to pressure of the 
tumour tissue invading the renal pedicle and adjacent 
lymph glands. It will be remembered that Goldblatt, Page 
and others have recorded the experimental production of 
hypertension in dogs and monkeys by the production of a 
relative ischemia of one or both kidneys. An alternative 
suggestion of the authors is that the enveloping neoplastic 
tissue acted in the same way as the “Cellophane” envelope 
used by Page in his experiments. They do not think that 
the hypertension could have resulted from some product 
of the tumour, since metastases were found and yet blood 
pressure returned to normal. It would be interesting to 
follow the child’s subsequent history. 


'The Journal of the American Medical Association, September 
28, 1940. 
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Abstracts from Medical 
Literature. 


RADIOLOGY. 


Cystic Bronchiectasis. 


D. Rersner anv I. G. TCHERTKOGG 
(American Journal of Roentgenology, 
March, 1940) state that cystic bron- 
chiectasis (congenital cystic disease of 
the lung) represents a distinct cavity 
which should be separated both from 
the common forms of saccular bron- 
chiectasis and from other types of 
cystic disease of the lung. The cause 
of the condition is an arrested develop- 
ment of the bronchial tree combined 
with agenesia of the pulmonary paren- 
chyma. If the normal subdivision of 
the bronchial tree is impeded at a 
certain phase of the embryonal develop- 
ment, no lung parenchyma will be 
formed and the already’ existing 
bronchial ramifications may continue 
to grow into abnormally large spaces. 
Following the inflation of the lungs 
after birth these spaces will become 
distended and form cystic air sacs. It 
is conceivable that the variations in 
the types of pulmonary cystic forma- 
tions, especially as to size and number, 
depend to a great extent upon the 
stage of intrauterine life at which the 
arrest in the development of the 
bronchopulmonary structure occurs. If 
its growth is impeded in the early 
period of embryonal development, at a 
time when only the stem bronchus or 
the lobar branches have been formed, 
the parenchyma of an entire lung or 
of a lobe will be absent and the resul- 
tant malformation may be one or 
several large cystic sacs. This may he 
the mechanism for the formation of 
large solitary or multiple cysts, most 
of which are encountered in infants 
and in young children. If, on the other 
hand, the development is arrested late 
in fwtal life, that is, after the evolution 
of the bronchial tree has progressed 
to the stage of subdivision into small 
or terminal bronchioli, but before the 
formation of the pulmonary alveoli, 
the result may be an _ ectasia of 
numerous small bronchioli, a condition 
sometimes described as diffuse bronchio- 
lectatic emphysema. The cystic form 
of bronchiectasis may be said to 
occupy an intermediary position 
between the large cystic sacs and the 
bronchiolectatic cystic disease. An 
impeded development of the bronchial 
tree occurring after the large and 
medium sized branches have been 
formed, which prevents their further 
subdivision into smaller ramifications, 
may explain the origin of this type of 
cystic dilatations of the bronchi. 


The Modifying Influences of Silicosis 
and Silicosis with Infection upon 
the Healthy Chest. 


E. P. PENDERGRASS AND P. J. Hopes 
(Radiology, April, 1940) divide silicosis 
into two large groups—simple silicosis 
and silicosis with infection. It is 
generally assumed that conglomeration 
results from overlapping and fusion of 
discrete nodules when they become very 
numerous; but since conglomeration is 
usually a localized affair and does not 
occur in the same portion of the lung 
of every individual, it is logical to 
inquire why the nodules happen to fuse 
in one portion of the lung and not in 


others. Microscopic examination of 
the tissues from such areas reveals no 
evidence of active infection. The 
nodules seem to be much closer 
together than in other portions of the 
lung, they are less uniform in size, 
and they are usualy embedded in a 
matrix of diffuse fibrous tissue having 
the same characteristic hyaline appear- 
ance as that forming the nodules them- 
selves. It seems probable that con- 
glomeration may have taken place 
because the portion of the lung in 
question was previously damaged by 
the occurrence of a localized inflam- 
matory process before or during the 
early period of dust exposure. More 
dust would tend to accumulate in such 
an area and possibly the nodules would 
develop irregularly and would fre- 
quently be very close together, thus 
producing the conglomerate shadow. 
The authors believe infection to be 
the most important modifying influence 
that causes one person to have nodu- 
lation or some other silicotic lesion 
while another shows no lung changes. 
Likewise they have observed nodular 
lesions which have remained unchanged 
in the same person for years. If sili- 
cosis is always progressive, one should 
expect to see the lesion increase in size 
or change to some extent. If, on the 
other hand, the nodulation was pro- 
duced by silica plus infection, it could 
be readily understood why the lesion 
would remain unchanged if the infec- 
tion was quiescent. In such persons 
the nodulation represents silicosis with 
a healed or quiescent infection. Mani- 
festations of infection depend upon 
the nature of the infecting organism; 
if tuberculous, calcification or small 
cavities may be identified. It is well 
to remember that a fair percentage of 
these infections may be non-tuberculous 
in origin. The only safe procedure to 
determine the activity of a silicotic 
process by radiological means is to 
make serial examinations. 


Lower Lobe Tuberculosis. 


M. J. Soxovorr (Radiology, May. 
1940) found that among 1,405 tuber- 
culous patients, 24 (1:7%) had lesions 
which in the beginning were confined 
to the lower lobes of the lungs. This 
variety of tuberculosis was found more 
frequently in women, the right lower 
lobe was most often involved, and in 
most cases the lesions were unilateral. 
In this form of tuberculosis an acute 
onset and a rapid development of 
cavernous lesions are common. Repeated 
examination both of the sputum and 
the _ bronchial secretions obtained 
directly through the bronchoscope may 
be necessary before tubercle bacilli are 
found. There is no typical radiological 
picture of lower lobe tuberculosis. The 
lesion is most often located either close 
to the structures at the root of the 
lung or in the upper third of the lower 
lobe. Unless the tuberculous process 
involves the entire lower lobe, extension 
of the lesion into the extreme base of 
the lung is rare. Two distinct types of 
change are found. One is the result 
of infiltration and is seen on the skia- 
gram as a diffuse irregular density. 
This resembles the changes produced 
by bronchiectasis, pneumonitis, neo- 
plasm, mycotic infections or hzemor- 
rhage in the lung. The lesions may be 
located behind the heart and appear as 
a triangular shadow extending to the 
left of the heart, with its base parallel 
to the diaphragm. Unless distinct dis- 
crete tubercles can be seen among 
these shadows or in the area sur- 
rounding them, the exact nature of the 


lesions cannot be determined by radio- 
logical study alone. The second type 
is characterized by cavity formation. 
The cavities usually occur singly, but 
occasionally more than one is present. 
These cavities are often thin-walled, 
regular in outline, and frequently have 
no fluid level. In many instances the 
lung surrounding them is remarkably 
free from disease, and as a result of 
this the cavity may stand out clearly 
in contrast to the well-aerated lung. 
Lesions of this nature must be differen- 
tiated from abscess. The absence of 
marked inflammatory change in the 
lung surrounding the lesion is charac- 
teristic of cavitation as seen in primary 
lower lobe tuberculosis. In abscess 
extensive inflammatory changes in the 
surrounding tissues are common. 


The Ré6ntgenological Differential 
Diagnosis between Cancer and 
Diverticulitis of the Colon. 


Ricwarp ScuatzKr (Radiology, June. 
1940) stresses the differential diagnosis 
of localized fibrostenotic diverticulitis 
from cancer. In some of these cases 
the characteristic picture of an intra- 
mural extramucosal lesion results: in 
such cases the preservation of the 
mucosal folds is the only finding which 
differs from the appearance seen in a 
carcinomatous lesion. It is possible 
that cancer produces occasionally a 
slightly fold-like picture. Usually a 
differentiation of such an area from 
normal ruge is not difficult. A warning 
against the indiscriminate interpreta- 
tion of the rugal pattern seems neces- 
sary, however, particularly in cases in 
which the diagnosis rests exclusively 
on such interpretation. The presence 
of diverticulosis or diverticulitis proxi- 
mal or distal to a questionable narrowed 
area of the colon is of little or no 
value in differentiating cancer from 
diverticulitis. Diverticulitis without 
demonstrable diverticula is rare. 


Post-Mortem Chest Teleréntgeno- 
grams and Autopsy Findings in 
Pulmonary Embolism and 
Infarction. 


AUBREY ©. TIAMPTON AND BENJAMIN 
CASTLEMAN (American Journal of 
Roentgenology, March, 1940) state that 
the RO6ntgen shadow of an early infarct 
does not usually develop before twelve 
hours and _ occasionally before 
twenty-four hours after the onset of 
symptoms. During this stage the 
infarct is often not sharply defined and 
may simulate focal hemorrhage or 
bronchopneumonia. During the first 
few days only the alveoli, the smallest 
air-containing unit in the lung, may 
be filled with blood, while the larger 
units, such as the alveolar sacs and 
atria, may still remain aerated. This 
accounts for the fact that an infarct 
in this early stage is not uniformly 
solid grossly, and explains why its 
corresponding Réntgen shadow may be 
so difficult to visualize. The shape of 
the infarct is dependent entirely upon 
the shape of the part of the lung it 
involves. JInfarcts are always in con- 
tact with pleural surfaces, and the long 
axis of the infarct is parallel to the 
longest pleural surface involved. The 
text-book description of infarcts leads 
to the belief that they are pyramidal 
in shape, with their apices pointing 
towards the heart: but this is not true. 
even in instances in which a roughly 
pyramidal or triangular shadow occurs. 
The apex of the triangle or pyramid is 
directed away from the heart instead 
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of towards it. The cardiac margin of 
the infarct is rounded or “hump’- 
shaped instead of pointed. When more 
than one infarct occurs in the same 
lung, and especially when they are 
closely placed, the sharply defined 
shadows, which vary in shape, can be 
projected so as to produce a summation 
shadow of nearly any shape. It is 
therefore very important to attempt to 
separate the shadows into their com- 
ponent parts by fluoroscopy and by the 
taking of R6ntgenograms in different 
positions. If there is no evidence of 
active tuberculosis in the lungs, and if 
apical adhesions are excluded, the 
presence of a “dry” pleurisy or pleurisy 
with a sterile effusion is more likely 
to be due to infarction than to tuber- 
culosis. The term “incomplete infarc- 
tion” is suggested for the syndrome 
characterized by pleural pain or by the 
spitting of blood or both, associated 
with a rapidly appearing and dis- 
appearing infarct-like area of consoli- 
dation in the lung without destruction 
of the alveolar wall. 


PHYSICAL THERAPY. 


X-Ray Therapy for Bronchiectasis. 


M. BercK AND W. Hares (Radiology, 
June, 1939) state that X-ray therapy 
in moderate dosage as the sole method 
of treatment for chronic suppurative 
bronchiectasis is feasible and success- 
ful, resulting in symptomatic improve- 
ment in a considerable proportion of 
cases. When moderately high dosage 
of Réntgen therapy is used in chronic 
suppurative bronchiectasis the clinical 
improvement may be so great in some 
cases as to approach practically a com- 
plete cessation of the symptoms of 
expectoration and cough. These 
patients now appear clinically well 
and free of their previous symptoms 
of suppurative bronchiectasis. In 
those cases in which improvement 
occurred, follow-up examination over a 
period in some instances of six years 
has shown no recurrence of symptoms 
with upper respiratory infections. 


Arthritis and Paraarthritis Treated 
with X Rays. 


B. WertnBerc (American Journal of 
Roentgenology and Radium Therapy, 
March, 1940) reports 161 cases of 
arthritis and paraarthritis in which he 
has used X-ray treatment since 1913. 
He points out that the response of some 
painful joints to irradiation with X 
rays is frequently so dramatic that it 
surprises beth the patient and the 
therapist. The series of cases included 
arthritis, mainly of the hypertrophic 
variety, of the shoulder, knees, feet and 
sacro-iliac joints; bursitis, the large 
majority of burse being subdeltoid or 
subacromial; spondylitis involving the 
cervical, dorsal or lumbar section of the 


spine, and a miscellaneous group 
including metatarsalgia, neuralgia, 
neuritis and _torticollis. Pain was 


always the primary indication for X-ray 
therapy. The treatment was given 
directly over the involved area. The 
dosage was 100 to 150 r, given two or 
three times a week, with a total of 
from three to twelve treatments. The 
technical factors wére 180 kilovolts, 
4 milliampéres of current, a filter of 
0-5 millimetre of copper plus 1-0 milli- 
metre of aluminium and 50 centimetres 
focal skin. distance. The acute cases 


were found to respond to fewer X-ray 
treatments than the more chronic. It 
is essential to warn the patient that 
there may be a reaction following the 
first few treatments, associated with 
aggravation of symptoms, and occasion- 
ally malaise and slight rise of tempera- 
ture. The large majority of patients 
were relieved of pain and remained 
free of symptoms. In a case of definite 
subdeltoid bursitis with associated 
excruciating pain and tenderness and 
X-ray evidence of calcification in the 
region of the bursa, it could be said 
with reasonable ce nty that a good 
response to treatment would occur. In 
a number of these cases complete 
absorption of the calcified feci was 
noted after treatment. The author 
states that cases of spondylitis with 
lipping of the bodies of the vertebrae 
and pain and tenderness in the region 
always yield to high voltage X-ray 
therapy. The majority of the patients 
in the series have been followed up, 
some for a period of five or six years. 
The exact mode of action of X-ray 
therapy in these conditions is not 
definitely established. 


Short-Wave Therapy in Eye Diseases. 


F. W. Law (The British Journal of 
Physical Medicine, July, 1940) states 
that from the experience of a growing 
body of ophthalmic surgeons and from 
the recorded results of those who have 
made a special study of the subject, it 
must be concluded that diathermy has 
an important part to play in the treat- 
ment of certain diseases of the eye. 
Short-wave diathermy possesses definite 
advantages over the longer wave dia- 
thermy in application and appears to 
be more efficient in its results. The 
short-wave apparatus is certainly safer 
to use, it is portable (which is a decided 
advantage), and, moreover, two patients 
can be treated with it at one time. 
In the forefront of the types of lesions 
which respond well to this treatment 
must be placed acute and chronic 
glaucoma. Such patients are usually 
relieved of pain in a dramatic manner, 
and the tension of the eye often falls 
to reasonable levels, at least tem- 
porarily. The other classical methods 
of reducing tension, as the use of 
eserine, should be applied simul- 
taneously. Other conditions in which 
short-wave therapy is of value are 
iritis, iridocyclitis, interstitial keratitis 
and orbital cellulitis. A beneficial 
effect is achieved in the recurrent 
ulceration caused by the late effects of 
mustard gas on the eye. Many of the 
good effects of this form of therapy 
are explained on a purely thermal 
basis; but especially in glaucoma the 
effect may possibly be due to an 
alteration in capillary permeability. 


The Diagnosis and Réntgen Treat- 
ment of Certain Forms of 
Lumbago. 


c. I. Baastrup (Acta Radiologica, 
April, 1940) briefly describes the 
disease which he culls spinous-process 
lumbago and which he considers due 
to changes in the iumbar and first 
sacral vertebre and in the soft tissue 
between them. The changes in the 
spinous processes are found especially 
in subjects of advanced age, and may 
involve a single interspinous space or 
several of the spinous processes of the 
lumbar and first sacral vertebre. The 
pressure of one spinous process on 
another causes destruction of the soft 
interspinous tissues and osteoarthritic 


‘changes in the processes. themselves. 
The most frequent direct causes of pain 
are undoubtedly tension in hzmato- 
mata, reactive cedema, perhaps some 
irritative processes in the periosteum 
or ligaments; protracted muscle con- 
traction is the most common secondary 
cause. None of these factors can be 
demonstrated réntgenologically. The 
course and duration of an acute attack 
of lumbago fit very well with the theory 
that the pain is due to a hxematoma. 
The treatment of an acute attack 
should follow the generally accepted 
methods — rest, heat, analgesics et 
cetera. In chronic cases the usual 
forms of physical therapy may be tried; 
and if these do not prove effective 
within a short time X-ray therapy 
should be _ instituted. The author 
reports the results of X-ray treatment 
in 43 cases of chronic lumbago, all of 
them supposedly spinous-process lum- 
bago. Improvement occurred in 33 
and no improvement in 10. In some 
cases the pain disappeared as by a 
miracle under the action of the rays, 
while all previous treatment had been 
in vain. It was not found that the 
response was better in recent than in 
more chronic cases. In most cases 
three doses of 300 r were given at 
intervals of six weeks; sometimes only 
one dose of 300 r was given. 


The Hzematological Diagnosis and 
Radiological Treatment of . 
Myelogenous Leuchzemia. 


W. C. Popp anp C. H. WarkKINS 
(Radiology, June, 1940) state’ that 
myelogenous leuchemia may be 
classified into four general types based 
on clinical and hematological criteria. 
Acute myelogenous leuchemia usually 
presents an elevated leucocyte count, 
but even if the leucocyte count is 
normal, or if a leucopenia is present, 
examination of a blood film will estab- 
lish the diagnosis. In this disease 
there seems to be little that can be 
done therapeutically except to give 
transfusions of blood and provide sup- 
portive measures, and in the experience 
of the writers X-ray treatment is 
contraindicated except with rare excep- 
tions. In the subacute form most 
cases are rather mild examples of the 
acute process, which means that X-ray 
therapy should be avoided. Occasion- 
ally there may be present a relatively 
high percentage of mature leucocytes 
and small doses of X rays are 
indicated. The other forms are the 
chronic type and aleuchemic leuchzemia. 
A number of methods of treatment for 
myelogenous leuchemia are in use 
today, the more popular being irradia- 
tion of the spleen, long bones, medi- 
astinum, and the so-called X-ray bath. 
The authors employ the method of 
treating the spleen. They favour 
moderate voltage (135 kilovolts) and 
divide the spleen into nine fields of 
approximately equal dimensions—four 
anterior, one lateral and four posterior. 
Before treatment, if severe anzemia is 
present, a blood transfusion may be 
given. Treatment is given to one of 
the splenic fields and a leucocyte count 
is made on the following day. This 
method is followed every day until the 
leucocyte count reaches what seems to 
be a _ satisfactory level. This level 
depends on the original count. The 
leucocytes continue to decrease in 
number for as long as a month or more 
after a course of treatment, so that 
the treatment should not be carried 
too far. In aleuchemic leuchemia 
X-ray therapy must be administered 
with great caution. ‘ 
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Special Articles on JOspcbiatry in 
General Practice. 


(Contributed by request.) 
XX. 
PSYCHOANALYSIS AND ALLIED FORMS OF 
PSYCHOTHERAPY. 


TuHovuGH the psychotherapeutic system known as individual 
psychology largely consists in over-emphasizing the impor- 
tance of facts already observed by Freud and in evading 
their more profound significance, nevertheless it lends itself 
by ae of its very superficiality to application in general 
practice. 


inferiority Complex. 


Everyone has heard of the inferiority complex, but not 
everyone understands its meaning. Adler’s term is not 
only used concerning conscious feelings of inferiority, but 
is also applied when a patient evinces an attitude of 
exaggerated self-confidence. The latter behaviour is a 
reaction to feelings of inferiority of which the subject is 
only dimly aware, and the aggressiveness is merely an 
exaggerated compensation for this inadequacy. Such over- 
compensation is sometimes referred to as a superiority com- 
plex; but a separate term is not advisable, because the 
underlying deficiency is the primary cause. 


Organ inferiority. 


The term “organ inferiority” was coined to indicate the 
psychological effect of a physical disability. A feeling of 
inferiority results, for instance, in a child who suffers from 
any bodily defect, largely because of the contempt often 
openly expressed for him by other children. Adler himself 
suffered from rickets, which crippled him so much that he 
was unable to compete with other boys on equal terms. 

Sufferers from such defects may never overcome the 
resultant feelings of inferiority, but, on the other hand, 
may make extra efforts to surpass others in order to com- 
pensate for their handicaps; for instance, cripples may 
turn from games and seek proficiency in scholastics. Often, 
however, the disability acts as a spur towards success in 
the same field; Demosthenes, for example, became a great 
orator despite his speech defect. 

It must not be thought that organ inferiority is confined 
to a few; everyone is a sufferer, since all children are 
physically weak in comparison with adults. In other words, 
there is such a thing as a “normal” inferiority complex. 
Abnormality consists in the need for over-compensation, 
especially when it takes the form of day-dreaming instead 
of real effort. 


Masculine Protest. 


There is a particular form of organ inferiority connected 
with sex which leads to over-compensation by exaggerated 
emphasis on masculinity; Adler calls this “the masculine 
protest”. It is most easily observed in women who ape 
masculine behaviour because of the belief that females con- 
stitute “the weaker sex”; but it also occurs in males as a 
response to fear of being considered “sissy”. This form of 
inferiority complex is especially pronounced when parents 
themselves are sufferers, and in consequence induce this 
attitude of mind in their children. The reaction may some- 
times be reversed, however, and parents influence their 
offspring’s sex development in the opposite direction: a boy 
may become effeminate for instance, particularly when his 
mother is a widow or he is the only boy in a family of 
girls. On the other hand, a girl who has become aware of 
too great masculinity in her character may again reverse 
the process and act the role of “a clinging vine”; there will 
be, however, a tendency for her to over-act the part, which 
the discerning will recognize as evidence of the underlying 
“masculine protest”. 


Position in Family. 


Another factor which may lead to the development of an 
inferiority complex is the age of a child in comparison with 
other brothers and sisters; this is referred to as “position 
in the family”. It can readily be appreciated, for instance, 
that the youngest child will tend to feel relatively powerless 
in comparison with older siblings, particularly those of the 
same sex. He may compensate for this by day- 
in which he imagines himself to be their superior, and 


may succeed eventually in transforming this wish into reality 
by surpassing the others in some way; but he will never 
entirely overcome the stigma of being “the baby”. There 
is a special significance, therefore, in being the last-born, 
which should always be remembered by any who practise 
psychotherapy. 

The eldest child may also suffer from the inferiority 
complex, however, even though the honour of being the 
first-born can never be taken away from him. The eldest 
sibling suffers from mental trauma when he is deposed by 
another child and can no longer keep the stage entirely 
to himself. This experience induces a change of character, 
usually in the direction of “naughtiness” in the hope of 
overcoming his parents’ apparent indifference by compelling 
attention of a hostile kind in place of the lost admiration. 
He may react from this attitude, however, and become a 
rigid disciplinarian, especially if his parents permit him to 
adopt this role in relation to his brothers and sisters. 

As to the second child, even when he shares attention 
with the first-born on nearly equal terms, he nevertheless 
feels that he can never surpass him in the matter of age. 
This fact spurs him on to beat his rival in other ways; 
and because he has a competitor from the first, this gives 
him a real advantage over the eldest, who is stimulated to 
actual rather than imaginary superiority only after the 
second is born. If he too is supplanted in turn, the mental 
trauma is not so severe as for the first born, since he has 
never held a completely exclusive position in the family. 
In addition, he is then saved from the fate of being the 
youngest. 

If there are more than three children, the other inter- 
mediate siblings react much as one intermediate child 
does; but because the second born is older and for a time 
bigger than the other intermediates, he tends to obtain 
ascendancy over his younger successors. 

In considering the effect of age position it should be 
noted that when the children are not all of one sex the 
issue is more complicated; in fact, it might be permissible, 
in estimating the psychological balance in a large family, 
to regard the boys as comprising one sub-family and the 
girls another. However, such a division is somewhat 
arbitrary, because rivalry between siblings is always modified 
by sex factors. 


Life Style. 


Adler has introduced yet another term—‘“the life style’— 
to denote the goal to which an individual is striving, whether 
he is conscious of his ambition or not. It is said that 
Adler’s aim in life was to conquer death and that this 
resulted from terrifying attacks of laryngeal spasm in 
infancy. His choice of the medical profession has been 
attributed to the desire to save others in order to compensate 
for this childhood fear; and that his interest in neurotics 
was due to sympathy with other sufferers from anxiety. 

The life style of all elder children tends to be similar 
to that of the first born—‘“naughtiness” turns to self- 
discipline consequent on upholding parental authority. This 
is so because the older children are apt to be put in 
charge of the younger members of the family. As a result 
the elder siblings have a bias towards conservatism. 
Younger children, on the other hand, tend to become 
radicals. 

The ambition of men such as Napoleon indicates a life 
style which involves compensation for his smallness of 
stature, and the lives of other famous people demonstrate 
similar psychological responses to physical and mental 
handicaps. 


Technique. 


All these considerations should be taken into account in 
the treatment of any individual patient. His personal history 
and physical examination should reveal whether any more 
than a “normal organ inferiority” exists or not. Attention 
should be given to the extent of his or her “masculine 
protest”. His “position in the family” should be established, 
and lastly his “life style’ should be determined. A way 
in which information on this point may be more quickly 
obtained is to ask the patient to recall his very first 
memory and then to suggest that he say whatever comes 
to his mind in connexion with the experience or phantasy 
that occurs to him. It is remarkable how often this 
procedure leads the physician to an understanding of the 
patient’s central emotional difficulty and mode of adjustment 
thereto. In conjunction with this it is also advisable to 
inquire what dreams the patient can remember and to urge 
— to repeat any thoughts that arise in association with 
them. 

Having thus obtained a general idea concerning the 
patient’s habitual mental attitudes, Adler advises considera- 
tion of the ways in which the patient exploits his par- 
ticular symptoms in order to give effect to his characteristic 
wishes. Until the patient is confronted with the process of 
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self-deception which is involved in taking advantage of his 
illness, little headway will be made in the treatment of his 
inferiority complex. 

In addition, as the patient tends to pride himself on 
being different from other people, precisely because of his 
symptoms, it is advisable to explain to him that all the 
mental processes which are discovered in relation to himself 
are not really unique—that others exploit their sufferings 
in a similar way—and that the difference between himself 
and so-called normal people is merely a matter of degree. 
It will be an eye-opener to him to learn that the blustering 
self-confidence of the successful man is largely a matter of 
acting and that the average man also secretly dreads the 
responsibilities which he forces himself to undertake. 

From what has been written it will be realized that the 
aim of psychotherapy is understanding of the patient’s secret 
thoughts, combined with tolerance in revealing them to him. 


Classification of Neuroses. 


Though a knowledge of the classification of the psycho- 
neuroses is not essential to treatment, it is advisable to 
possess this extra information, because there are three 
typical ways in which patients react to feelings of inferiority. 

The term hysteria (conversion neurosis) includes all cases 
in which the patient has mainly reacted by converting into 
physical symptoms the psychological conflict between his 
inferiority and idealism. Hysterical paralysis is an example. 
In such a case the patient behaves as if he were saying 
to himself: “If I weren’t paralysed I could undertake 
responsibility. I deserve pity rather than blame.” It is 
easy to see how naive such a solution is, even in peace-time; 
but in war it is so obvious a compromise between duty and 
inclination that it is seldom availed of by educated individuals. 

The term anxiety hysteria is applied when the compromise 
takes the form of fear felt in relation to some particular 
external object, an example being mysophobia or fear of 
contamination. The secret thoughts of such a sufferer run in 
this guise: “If I didn’t fear germs I could deal with other 
dangers.” 

The terms obsessional neurosis (compulsion neurosis) is 
used when responsibility is evaded by behaviour, whether 
actual or mental, which takes the form of a rigid ritual, 
an example being excessive hand-washing. Unless the 
patient carries out such compulsions he suffers from anxiety 
and so is driven to repeated and time-consuming acts which 
constitute an excuse for evading real duties. It will be 
gathered that obsessional washing is a compensation for an 
underlying mysophobia; and that if an obsessional neurosis 
is changed into anxiety hysteria by treatment, the latter 
complaint has still to be eliminated. Obsessional neurosis, 
however, constitutes the most resistant type of psycho- 
neurosis, and usually defies treatment along Adlerian lines. 


Psychoanalysis. 


The reason that Adlerian treatment may not have a 
profound effect on cases of obsessional neurosis is because, 
besides the etiology already mentioned, there exist deeper 
causes of which the patient is entirely unaware (unconscious 
motives); and it is impossible to convince him of their 
presence except by following the technique of psychoanalysis. 
In fact, hysterical patients also may not obtain relief from 
the Adlerian method. 

The essential technique of psychoanalysis entails inducing 
the patient to voice his thoughts and thus to reveal 
unwittingly the deeper motives that are responsible for his 
behaviour. As with the more superficial motives observed 
by Adler, the patient is not unique in being so handicapped; 
everyone’s actions depend upon unconscious as well as 
conscious motives, and it is only a matter of degree between 
patient and practitioner. If life be compared with a game of 
bridge, it is as if we are all playing with “dummy” turned 
face downwards on the table; in neurosis, because the cards 
are more mixed, the patient renegues more often—that is all. 

That being the case, a psychoanalyst must be freed from 
the mental scotomata that interfere with the understanding 
of his own unconscious motives. 

Freud attained this awareness through progressively 
rediscovering in himself the motives that he observed in his 
Patients; but, irrespective of the question whether he was 
less handicapped than the majority of mankind when he 
commenced his research, now that he has blazed the trail 
it is advisable for anyone who wishes to treat others to 
undergo psychoanalysis himself beforehand. The Inter- 
national Psychoanalytical Association admits to membership 
only those who have done so, even though an average 
Psychoanalysis takes three years. 


Substitutes for Psychoanalysis. 


Because psychoanalysis is so time-consuming attempts 
have been made by individual psychotherapists to shorten At. 


Hypnosis. 

One of the methods which have been tried is hypnosis. 
Freud, however, introduced the technique of psychoanalysis 
precisely because he had found hypnosis unsatisfactory, 
even though unconscious motives could be more quickly 
discovered thereby. 

The reason for this is that the essential value of psycho- 
analysis consists in the simultaneous reliving of emotions 
appropriate to forgotten experiences of childhood, together 
with conscious understanding of their detailed significance; 
whereas when the patient regains full consciousness after 
hypnosis, he has forgotten all or most of the emotion that 
was observed by the doctor. When informed of the facts, 
the patient behaves as if the hypnotist were talking of a 
total stranger. In other words, hypnosis does not bridge 
the gap between feeling and knowing which is the essential 
—- in the psychoneuroses, whereas psychoanalysis 
oes. 

Narcoanalysis. 

A similar disadvantage applies to what has been called 
“narcoanalysis”, in which drugs are employed to produce 
semi-consci in place of psychologically induced sleep. 


Therapeutic Conversation. 

A third substitute for psychoanalysis has been attempted, 
which aims at shortening treatment by eliminating the rec 
of emotion and relying on explanation only. This measure 
is even more sterile than hypnosis because the divorce 
between feeling and knowing is increased rather than 
diminished by this procedure. 


Conclusion. 


If the Adlerian method is improperly used it may 
degenerate into little more than innocuous conversation. If, 
however, the patient is induced to feel once again the 
humiliation originally experienced in childhood because of 
some organ inferiority, or if he becomes aware during 
treatment of such emotions as jealousy towards a brother, 
his character will be thereby permanently influenced for 
the better. For this to occur time is necessary; and though 
some benefit is obtainable from a small number of inter- 
views, lasting improvement requires a rapport between 
patient and practitioner that can seldom be gained in a 
few hours. 

That is one of the reasons why psychoanalysis is more 
effective than other forms of psychotherapy; but, provided 
that emphasis is placed on reviving emotions as well as on 
increasing each patient’s self-understanding, Adler's con- 
stitutes the best technique for the general practitioner to 
adopt and the most practical for widespread use in war. 
Even in war-time, however, the trained psychoanalyst 
should produce more complete and lasting results, because, 
in addition to reviving the more superficial causes of 
inferiority feelings, he aims at relieving deeply buried 
emotions, such as guilt concerning the impulse to kill, a 
process the duration of which could probably be reduced 
under emergency conditions to months or even weeks. 

R. CouPLAND WINN, M.C., M.B., Ch.M., 
Associate Member, British Psycho- 
analytical Society. 


British Medical Association Mews. 


SCIENTIFIC. 


A MEETING of the New South Wales Branch of the British 
Medical Association was held on May 23, 1940, at the Royal 
Prince Alfred Hospital. The meeting took the form of a 
number of clinical demonstrations by members of the 
honorary staff of the hospital. Part of this report appeared 
in the issues of October 19 and 26, 1940. 


Meningioma of the Frontal Region. 


Dr. R. A. MONEY urst showed a male patient, aged sixty- 
seven years, who had been referred to him by Dr. J. H. 
Halliday; he complained of failure of memory and irritability 
of three years’ duration. About one year previously he had 
a fit in the early morning; it was preceded by a warning that 
his jaw was champing, and he felt glued to the ground, 
although he was able to cry out. Since then three other fits 
had occurred, all of similar nature. 

Physical examination revealed mental retardation. Some 
tremor was detected in the right hand, which dropped when 
kept extended for some time. The knee jerk on the right 
side was exaggerated in comparison with that on the left. 
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Lumbar puncture yielded clear fluid under a pressure of 160 ! 


millimetres. of water; the cerebro-spinal fluid contained a 
slightly increased amount of protein (40 milligrammes per 
centum) and of globulin. There was no papilledema. Plain 
X-ray films revealed no abnormality; but encephalograms 
disclosed a defect in the shape of the anterior horn of the 
left lateral ventricle, due to pressure from above. 

Operation was performed in two stages. A large left 
frontal bone flap was raised, and a parasagittal tumour was 
found; it was mostly encapsulated, with some extension 
posteriorly beyond the capsule and attachment to the falx. 
It was removed at the second stage. Convalescence was 
uneventful, and since operation no further fits and no 
headaches had occurred. Pathological examination showed 
the tumour to be a meningioma with activity in certain areas 
and a tendency to invasion, so that the prognosis was not so 
good as it should be. 


Calcified Papilloma of the Third Ventricle. 


Dr. Money’s second patient was a male, aged eighteen 
years, whose case had already been published in THe Mepica. 
JOURNAL oF AvusTRALIA of April 6, 1940. Since then his 
condition had remained satisfactory and he had continued 
at his work. 


Osteitis Fibrosa of the Skull. 


Dr. Money then showed a male patient, aged thirty years, 
who had been referred to him by Dr. Redvers Shute. At 
the age of fifteen years he had been treated for tuber- 
culosis of the right lung by Dr. Cotter Harvey; he had 
had an artificial pneumothorax for eighteen months, and 
had been apparently cured, although he had always been 
worried about his condition since. About one year prior 
to the meeting he was involved in a motor-car collision 
and became unconscious. His skull was examined by X rays 
at the Canterbury Hospital, and the report was “gumma of 
skull in left parietal region, without any fracture”. He was 
allowed to go home eleven days later, complaining of head- 
aehes and dizziness; which had persisted on and off ever 
since. The radiological diagnosis was confirmed by another 
radiographer, and the patient was given two courses of anti- 
syphilitic injections with no relief of symptoms; his blood 
serum had consistently failed to react to the Wassermann 
test. 

Physical examination in March, 1940, revealed no abnor- 
mality in his nervous system, but at lumbar puncture the 
pressure of the cerebro-spinal fluid was found to be raised 
to 190 millimetres of water, although the fluid was normal 
in every respect. The blood cholesterol content, however, 
was 250 milligrammes per 100 cubic centimetres. The 
radiologist gave the following report on his skull: “A large 
area of. rarefaction in the left parietal region appears to be 
due to a low grade infection in the centre of which are 
several spicules of bone, like sequestra. Suggest W.R. to 
exclude gumma.” Neither the blood nor the cerebro-spinal 
fluid reacted to the Wassermann test. The films were then 
submitted to Dr. R. B. Sear in consultation, who gave the 
following report: “It is unusual for an infective lesion to 
remain as localized. Condition probably due to some type 
of newgrowth of uncertain nature.” X-ray examination of 
the chest revealed no sign of pulmonary tuberculosis. 

Encephalography revealed no abnormality in the brain; 
so at operation on April 29, 1940, under local anesthesia, 
a flap of bone was raised, containing the tumour. Both 
inner and outer tables appeared normal, although they were 
bulging beyond their usual contour. The inner table was 
chiselled away and an irregular mass of firm white tissue, 
enclosed in a capsule and containing a cyst, was curetted 
out of the bone. The bone flap was sterilized by being 
boiled for half an hour and replaced as a graft. Con- 
valescence was uneventful and since operation the patient 
had been free of symptoms. Some degree of doubt arose 
over the nature of the tumour, which clinically resembled 
an intradiploic cholesteatoma; but after consultation with 
Professor Inglis, Dr. Geoffrey Davies reported it to be most 
like an area of osteitis fibrosa. 


Brain Abscess following Pulmonary Suppuration. 


Dr. Money’s third patient, a male, had been referred by 
Professor Lambie; he gave a history of having had 
“pneumonia” after extraction of teeth about two years 
earlier. Ever since he had had a chronic cough with 
sputum. -About two weeks previously he had noticed a 
sensation of “pins and needles” down the entire left side of 
his body; and a throbbing headache had commenced above 
the right eye. A week later he noticed weakness in the 
left arm, and he began dropping objects from his left hand. 
When he attempted to pick them up, this hand would wander 
about aimlessly out of control. Three days prior to :his 
admission to hospital twitchings of the left arm and left 
side of the face began, associated with tightness in the 


chest and inability to speak: : No loss of consciousness 
occurred. On the day of his: admission to hospital con- 
tinuous clonic twitchings began in the face and spread to 
the left arm, and the patient became very drowsy. 

On examination. he could be roused only with great 
difficulty. Ptosis anda dilated pupil were present on the 
right side, with bilateral nystagmus. Left lower facial 
paresis was noted, and the tongue deviated to the left. 
Considerable loss of power: and ataxia were noted in the 
left arm and hand, which were rigid. The tendon reflexes 
were increased and ankle clonus and an extensor plantar 
reflex were elicited on the left side. Loss of sensation on 
the left side had occurred. The patient had an ineffectual 
cough with foul sputum and: obviously clubbed fingers, and 
there were some signs of suppuration at the base of the 
right lung. At lumbar puncture the cerebro-spinal fluid 
was under a pressure of 160 millimetres of water. The 
protein content of the fluid was 30 milligrammes per 100 
cubic centimetres, and it contained 85 cells per cubic milli- 
metre; these were mainly polymorphonuclear leucocytes. 

A diagnosis of metastatic brain abscess was made, and a 
very gloomy prognosis was given. Still, it was decided to 
give the patient a chance, and under local anesthesia an 
area of bone was removed over the Rolandic area corres- 
ponding with the left arm. After the meninges had been 
sealed to the brain by endothermy, a brain needle was 
inserted and a foul-smelling abscess containing gas was 
found at a depth of about three centimetres from the 
surface. The exploratory needle was left in situ, the wound 
was packed with euflavine gauze (1 in 2,000) and a “dough- 
nut” dressing was applied. 

Immediate improvement was noticed in the patient's 
general condition, and within a few hours he was mentally 
alert. The drainage was maintained for about ten days; 
by that time the abscess cavity had approached near 
enough to the surface to be packed directly with gauze 
soaked in euflavine. At first he seemed unable to cough 
effectually, but during the next few days, with the aid of 
suction, he brought up large quantities of foul sputum, 
which gradually became less. About a month later his 
condition had improved sufficiently to allow the taking of 
an X-ray film of his chest after injection of lipiodol. This 
showed early cylindrical bronchiectasis at the base of the 
right lung; Professor Lambie did not consider any active 
treatment necessary for this condition. The paralysis and 
loss of sensation gradually disappeared, and since the patient 
had left hospital his general condition had remained 
excellent. At first he had several attacks of minor Jacksonian 
epilepsy, mainly affecting the left upper extremity and 
not associated with loss of consciousness. These were 
considered to be due to traction on the surrounding brain 
from the scar forming at the site of the abscess. The 
abscess cavity itself took five months to heal completely: 
and during the last two months no further Jacksonian 
attacks had occurred. 


Méniére’s Disease Treated by Division of the 
Acoustic Nerve. 


Dr. Money then showed a male patient, aged forty-seven 
years, who had been referred by Dr. H. J. Ritchie and Dr. 
W. B. Stevenson. Six years previously he had noticed the 
sudden onset of deafness in his right ear, associated with 
an attack of bilious vomiting and headache. Similar attacks 
recurred until two and a half years before the meeting, 
when they began to be accompanied by severe giddiness. 
For some time treatment was given for sinus trouble and 
toxic foci without effect,.and recently the attacks had become 
much more severe and more frequent. Only slight tinnitus 
was complained of. 

Physical examination between attacks revealed little 
abnormality in the nervous system beyond nerve deafness 
in the right ear and nystagmus in both eyes. Left lateral 
gaze and turning tests in a clockwise direction produced 
greatly increased nystagmus and giddiness. Rombergism 
was present, with falling to the right. The patient was 
examined by an otologist, Dr. E. McA. Steel, who reported 
“advanced nerve deafness on the right side, with depressed 
labyrinthine function. Eighth nerve tumour cannot be 
altogether excluded”. But no evidence of increased intra- 
cranial pressure was found; lumbar puncture and all other 
investigations gave negative results. 

Accordingly, by means of Dandy’s unilateral suboccipital 
approach, complete division of all fibres of the right eighth 
nerve was performed, as. the patient had no _ hearing. 
and it was especially desirable to sever all the afferent 
labyrinthine fibres. After a somewhat disturbed convales- 
cence recovery was uneventful. For some weeks pronounced 
nystagmus was noted on looking to the left, and some 
difficulty was experienced in walking in the dark or with 
the eyes closed. These disabilities had largely disappeared 
and no further Méniére’s “attacks” had been experienced. 
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Spina Bifida with Myelo-Meningocele. 


Dr. Money finally showed a male baby, aged four months, 
who had been referred by Dr. A. C. Crisp. He was the fourth 
child in the family, the others being quite normal. The 
presentation had been by the breech and the legs had been 
fully extended; a large swelling over the lower lumbar and 
upper sacral region was noted at once. At first the child 
did not seem to have any control over his sphincters at all, 
but recently it was thought that he could hold his urine 
for half an hour. No movements had been noted in the 
legs. His head had increased in size since birth, and hydro- 
cephalus appeared to be developing. The circumference of 
the skull, which was 44 centimetres two months before the 
meeting, was now 46°5 centimetres. Otherwise his general 
physical development was excellent. He took his food well 
and was gaining in weight all the time. A large myelo- 
meningocele was present in the lower lumbar and upper 
sacral area. When first seen it measured 15 centimetres 
by 12-5 centimetres by 5 centimetres. In certain areas its 
covering was atrophic and could be transilluminated very 
clearly; in others it appeared darker, and solid elements 
could be palpated, probably the rudimentary cartilaginous 
luminz and spines. 

X-ray films revealed complete spina bifida, from the third 
lumbar to the second sacral segments inclusive. The sac had 
recently been tapped and 150 cubic centimetres of clear 
fluid had been withdrawn. It contained 12 cells per cubic 
millimetre, the protein content was 50 milligrammes per 
100 cubic centimetres, and there was an increased amount of 
globulin. Although it did not refill at once, the anterior 
fontanelle became much less tense after this procedure, and 
the sac had resumed its full size in about twenty-four hours. 
It had also increased somewhat in size whilst under observa- 
tion to 17 centimetres by 14 centimetres by 7 centimetres. 
The question of attempting a radical cure on the lines of 
the operative procedure advocated by Penfield and Cone, 
in which the lining of the sac was preserved for its 
absorptive mechanism, had been fully considered; but the 
laxity of both bladder and anal sphincters and the absence 
of leg movements indicated that a considerable amount of 
the nervous elements of the cauda equina were involved and 
that the prognosis was very doubtful. Furthermore, it was 
thought advisable first to control the hydrocephalus if 
possible by posturing and rigid dehydrating methods. Should 
these not produce a balance between production and absorp- 
tion of cerebro-spinal fluid, then Dr. V. J. Kinsella suggested 
partial destruction by diathermy of the chorioid plexuses, 
under vision, and it was thought that this could be 
attempted later with the aid of a thoracoscope inserted 
through a small burr hole into the lateral ventricle. 


A MEETING of the New South Wales Branch of the British 
Medicai Association was held on June 20, 1940, at the Royal 
North Shore Hospital of Sydney. The meeting took the 
form of a number of clinical demonstrations by the members 
uf the honorary medical staff of the hospital. 


Prostatic Obstruction with Nephrosclerosis, Urzemia 
and Vesical Malakoplakia. 


Dr. R. J. Sttverton discussed the case of a male patient, 
aged seventy-six years, who had been admitted to hospital 
on February 15, 1940, with acute retention of urine of 
twenty-four hours’ duration. He had had symptoms of 
prostatic obstruction for two years previously. Rectal 
examination revealed an enlarged smooth prostate. The 
urine contained only a few blood cells and was sterile. On 
his admission to hospital the patient was drowsy; his tongue 
was dry and he was not taking fluids. Glucose was given 
intravenously; but two days later the patient was stuporose, 
and two days later still twitching and hiccuping began, to 
be followed by coma and death on March 3. The urea level 
of the blood on February 22 was 57 milligrammes per 100 
cubic centimetres. 

A post-mortem examination was carried out. Incipient 
bronchopneumonia was present, which was partly the cause 
of death. Examination of the kidneys revealed a thin cortex, 
with loss of distinction between the cortex and the medulla. 
The surface was finciy granular. The condition was one of 
nephrosclerosis. Examination of the bladder revealed chronic 
cystitis, with a large number of flat plaques slightly raised 
from the surface. These resembled a very rare lesion known 
as malakoplakia. 

A microscopic examination of the nodules gave the fol- 
lowing information. They were composed of three distinct 
layers, of which the most superficial and extensive layer 
was completely necrotic and structureless. The surface 
epithelium was completely denuded. Below the first layer 
was a narrow zone infiltrated with large and small round 
cells; no polymorphonuclear cells appeared to be present. 


The third and deepest layer extended to the muscular coat 
and consisted of widely dilated blood sinuses and extensive 
infiltration of erythrocytes. In this zone there were numbers 
of large macrophage type of cells; most of them were mono- 
nuclear, but a number were multinucleated and had the 
appearance of foreign body giant cells. In the cytoplasm 
of most of these large cells there were granular inclusion 
bodies, probably granules of blood pigment. Large vacuoles 
were also present in the cytoplasm of some of these cells. 
The histological appearances were those of a non-specific 
chronic inflammatory lesion. Though they were not 
absolutely typical, there were many features suggestive 
of malakoplakia. 


Prostatic Obstruction Complicated by Gross Hzemorrhage 
into a Polycystic Kidney. 


Dr. Silverton next recounted the history of a male patient, 
aged seventy-two years, who had been admitted to hospital 
on February 19, 1940, with symptoms of prostatic obstruction 
of some years’ duration and fairly severe hematuria of 
one week’s duration. A rectal examination revealed a 
moderately large adenoma of the prostate. The urine con- 
tained a heavy cloud of albumin, a great many erythrocytes 
and a few colonies of Staphylococcus albus. A plain X-ray 
examination revealed no abnormality of the urinary tract. 
The phenolsulphonephthalein test revealed good function. A 
cystoscopic examination revealed several areas of inflam- 
matory edema of the bladder and moderate enlargement of 
the lateral and middle lobes of the prostate. A fairly severe 
hemorrhage was coming from several vessels at the junction 
of the middle and lateral lobes near the internal meatus. 
These vessels were coagulated and nothing more was done. 

At the time of the patient’s admission to hospital the 
tumour was palpable but not visible in the right hypo- 
chondriac region and loin; but there was no complaint of 
pain on either side. 

On February 27 the middle and right lateral lobes of the 
prostate were resected. One week after the operation the 
patient’s temperature was of the swinging variety, rising to 
100° F., and it gradually became established; at the same 
time the swelling in the right hypochondriac region increased 
in size. As the patient had profuse hematuria for four 
days prior to this occurrence, an endoscopic examination 
was made and the bleeding points were coagulated; only a 
few small pieces of coagulated tissue were resected. On the 
next day the tumour was very large and visible, projecting 
anteriorly on the right side; the patient was vomiting and 
hiccuping. He was taking fluids well and drainage from the 
catheter was satisfactory. On March 7 the creatinine con- 
tent of the blood was 4:1 milligrammes per 100 cubic centi- 
metres. Peripheral failure set in, respiration became laboured 
and the patient died in coma. 

A post-mortem examination was made and the bladder 
neck was well seen; the middle and right lateral lobes 
had been resected and portion of the left lateral lobe 
remained to be resected. Examination of the bladder mucosa 
near the side of the operation revealed cystitis. At first 
sight the right kidney looked like an enormous hydro- 
nephrosis; it was the size of a football, with a normal ureter 
descending from a high implantation. On section, however, 
the kidney appeared to be a polycystic kidney in which 
hemorrhage had occurred. Dr. Silverton said that the 
hemorrhage had no doubt caused the sudden increase in 
size and had also caused the tumour to project suddenly 
forwards towards the anterior abdominal wall, since there 
was not enough room for it remain confined to the loin. 


+ 


Renal Hypernephroma of Ade Type. 


Dr. Silverton’s final case was that of a male patient, 
aged forty-eight years, who had suffered from hematuria 
of three months’ duration, from left renal colic, from loss 
of weight (nine pounds in twelve months) and from pros- 
tatic symptoms (for which an endoscopic resection was to 
be performed later). 

When the patient was examined no tumour was palpable. 
A retrograde pyelographic examination revealed displace- 
ment downwards of the upper and middle sets of calyces of 
the left kidney. Nephrectomy was performed in February, 
1940. 


Examination of the specimen revealed a large tumour of 
the upper pole of the left kidney, measuring four inches 
by five inches. It presented the typical variegated appear- 
ance of a hypernephroma, owing to the presence of areas 
of necrosis, hemorrhage, cyst formation and lipoid-containing 
areas. The specimen differed macroscopically from the 
typical rounded and circumscribed hypernephroma, since it 
had considerably infiltrated the renal tissue; there was no 
central fibrous core and the tumour was much lobulated. 
Tumour tissue was present in all the calyces, together with 
blood clot; in the specimen shown, tumour tissue could 
clearly be seen in the ureter and in the renal vein posteriorly. 
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When the tumour was examined microscopically it was 
seen to be composed of the typical large, clear, “glassy” 
cells of a hypernephroma; in places the typical arrangement 
in cords or columns of cells separated by fibrous tissue septa 
was noted. In the sections examined, however, the arrange- 
ment of cells in most of the tumour was adenocarcinomatous, 
and there were collections of large clear cells in well-formed 
acini. In places a papillary arrangement was also present. 
Dr. Silverton said that all hypernephromata were now con- 
sidered to be adenocarcinomatous and were not believed to 
arise from adrenal rests. Nevertheless it was rare to see 
the degree of differentiation into acinar formation presented 
by the tumour under discussion. It could therefore be 
considered a hypernephroma (Grawitz tumour) with a dif- 
ferentiation towards adenocarcinoma greater than was 
usually met with in those tumours. The lack of a central 
fibrous core and of encapsulation and the presence of 
lobulation and infiltration of the renal tissue were charac- 
terestic of the adenocarcinomatous types of tumour. Dr. 
Silverton remarked that the patient was very well on 
March 21, 1940, several weeks after the operation. 


Bilateral Hydroureter and Hydronephrosis with 
Crossed Renal Fusion. 


Dr. Silverton went on to discuss the history of a female 
patient, aged eighteen years, who had been admitted to 
hospital on January 6, 1940, with a history of feverishness 
and pain in the right loin, radiating anteriorly, of a few 
days’ duration. She had had previous attacks of “pyelitis”. 
and scalding and frequency of micturition had been present 
for many years. The patient’s general condition on her 
admission to hospital was one of toxemia; she had a slightly 
raised temperature, which gradually fell to subnormal. 
The urine containei a great amount of albumin and much 
pus; it yielded a profuse growth of Gram-negative bacilli 
and Gram-positive cocci. The patient was admitted to 
hospital in the evening and died the next morning. 

A post-mortem examination was made. The left kidney 
was absent from its usual position and was found fused 
with the right kidney on the right side; they formed a 
large, fused, infected, hydronephrotic mass, from each side 
of which a ureter emerged. Both ureters were enormously 
dilated and entered the bladder in the usual position by 
relatively narrow orifices. The left orifice opened on the 
medial side of a saccule and the right orifice opened at the 
fundus of a small diverticulum. The bladder contained thin 
purulent urine, and widespread cystitis was evident. There 
was no indication of obstruction at the internal meatus. All 
the other organs were normal, except the liver, which con- 
tained mottled pale areas from the toxemia. Microscopic 
examination of sections taken from the very small areas 
of kidney tissue remaining revealed suppurative focal lesions. 
There was no evidence of tuberculosis. 


Congenital Deformity of the Penis. 


Dr. Silverton finally showed an infant, aged eight months, 
who had been born with the scrotum adherent to the whole 
length of the under-surface of the penis. A plastic operation 
was performed when the child was six months old, and 
circumcision two months later. 


Impacted Urethral Calculus in an Infant. 


Dr. Cotin Epwarps showed specimens from an infant who 
had died of uremia. The specimens consisted of the kidneys, 
ureters, bladder and a calculus. The child’s history was as 
follows. Incontinence of urine had been noted for twenty- 


four hours before admission to hospital. The child was 
otherwise apparently robust, but had been treated in hospital 
when a few months old on account of feeding difficulty, and 
at the age of eighteen months had had diphtheria. 

Examination of the child on admission to hospital revealed 
a distended bladder and a calculus impacted in the fossa 
navicularis. The distal portion of the calculus was broken 
off by a resident medical officer in an attempt to remove 
it without anesthesia. The stone was removed after 
meatotomy, but the child died of urzmia. 

A post-mortem examination revealed a moderate degree 
of pyelectasis with a recent pyelo-nephritis. The ureters, 
especially the left, were grossly dilated and contorted, and 
had lost their contractile power. The bladder wall was 
thicker than normal, and slight hypertrophy of the trigone 
was present. The ureteric orifices were normal. Unfor- 
tunately the bladder neck was not removed by the 
pathologist. The calculus was fusiform, 1°6 centimetres in 
length (about 3-0 millimetres having been broken off) and 
0-5 centimetre in breadth. It was composed mainly of 
phosphates. A further point of interest was the abnormal 
blood supply to the right kidney. Although the vessel was 
cut in several places (as the pathologist did not recognize 
it), the main blood supply came from the true pelvis, 


presumably the common iliac artery, as there was no vessel 
in the pedicle directed medially. This abnormality evidently 
did not impair its function. 


Possible Sulphapyridine Calculi. 


Dr. Edwards then showed a series of X-ray films illus- 
trating the progressive formation of renal calculi and their 
apparent dissolution. The first film, taken on April 18, 1939, 
revealed bilateral renal calculi. Pneumopyelograms showed 
that the stone on the left side was the larger and lay free 
in the pelvis close to the uretero-pelvic junction; and symp- 
toms suggested that it had caused recurrent obstruction to 
the urinary outflow. The pneumopyelogram of the right 
side showed a small stone in the middle calyx. The urine 
was uninfected. 

In May, 1939, left pyelolithotomy was performed. The 
stone consisted of calcium oxalate. Owing to the poor 
physical condition of the patient and the apparently 
innocuous nature of the remaining stone, the patient was 
sent home for six months. In December, 1939, there had 
been a recurrence of hematuria. The calculus on the 
right side was found to be in the pelvic portion of the ureter. 
The right side was free from shadows. Ureteric meatotomy 
and dilatation were performed. On January 31, 1940, the 
patient was febrile and the urine contained blood, pus and 
staphylococci. Administration of “M & B 693” was com- 
menced; 0°5 gramme was given every four hours for two 
days, then 0°5 gramme every six hours for three days. 
This course was repeated twice. 

An X-ray film taken on February 14, 1940, revealed only 
slight change in the position of the right ureteric stone, 
but several faint shadows were present in the left renal 
area. The patient did not report for two months, and on 
his return an unsuccessful attempt was made to determine 
whether urea-splitting organisms were present in the urine. 

On May 1, 1940, an X-ray examination showed the right 
ureteric calculus to be unchanged; but in the left kidney 
there were two large and many small shadows. These 
were deemed to be stones due to the aggregation of sulpha- 
pyridine crystals on blood clot with an admixture of 
phosphates. An acid-ash diet was prescribed and the fluid 
intake was greatly increased. The patient was transferred 
to the Royal North Shore Hospital, where it was shown 
that specimens of urine from the kidneys were sterile, but 
the bladder urine contained cocci which were weak urea- 
splitters. On May 14, 1940, right uretero-lithotomy was 
performed. The stone consisted of calcium oxalate. The 
X-ray film taken immediately before operation showed the 
right ureteric stone unchanged, but the shadows previously 
seen in the left renal pelvis were considerably diminished 
in size, number and density. 


Post-Nasal Fibroma. 


Dr. E. P. BLasuxt showed a boy, aged fourteen years, whu 
had been shown at a previous meeting. The patient had 
been first admitted to hospital in August, 1938, with epistaxis, 
he was found to have a post-nasal fibroma. This was treated 
on August 5, 1938, by the insertion of a radium pack into 
the post-nasal space. In December, 1938, the tumour was 
partially removed by a diathermy snare. In October, 1939, 
the operation was repeated and three radon seeds were 
inserted. Difficulty was experienced from bleeding, and 
post-nasal plugging had to be resorted to. On January 19, 
1940, six radon seeds were inserted. Dr. Blashki said that 
the boy’s condition was fairly good; it was probable that 
the patient was cured. 


Frontal Sinusitis. 


Dr. Blashki’s next patient was a male, aged forty-four 
years, who had had a chronic infection of the nasal sinuses 
for over two years; he had had a severe exacerbation for 
one month, associated with breaking down of the inferior 
wall of the right frontal sinus. This had been opened 
externally one month prior to the patient’s admission to 
hospital. The external operation was performed in the 
following manner. A wide incision was made across both 
frontal sinuses and vertical in the mid-line; the anterior 
wall contained thin soft patches of osteomyelitic bone. The 
whole of the anterior and inferior walls were removed and 
the ethmoids were exenterated through the wound. The 
wound was left widely open and dressed with “Vaseline” 
gauze once a week for three and a half weeks; it was then 
sutured. At the time of the meeting only a small sinus 
was present in the mid-line and in the right internal 
orbital angle. These were nearly ready to be resutured. 

Dr. Blashki also showed a female patient, aged sixty-four 
years, whom he had first seen on April 16, 1940; at that time 
she had a swelling in the right orbit, due to the breaking 
down of the frontal sinus. An X-ray examination revealed 
dulness of both frontal sinuses; the patient did not complain 
of pain or discharge. 
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At operation the right frontal sinus was opened through 
a Paterson's incision and was found to have broken into the 
orbit. All the anterior and inferior wall was removed. <A 
sinus was found leading into the left frontal sinus, which 
was also full of pus. The same operation was performed on 
the left sinus and the wounds were left open and packed 
with “Vaseline” gauze. 


Orbital Abscess Complicated by Paget’s Disease. 


Dr. A. L. Clowes showed a female patient, aged fifty-two 
years, who had been admitted to the Royal North Shore 
Hospital suffering from right orbital abscess, secondary to 
frontal sinusitis. She also had Paget’s disease. 

At operation the right frontal sinus was found to be full 
of pus, which had broken through the anterior wall and 
had tracked beneath the periosteum into the orbit. The 
fronto-nasal duct was completely closed by bony growth, 
and the frontal bone was soft, spongy and very vascular, 
from the Paget’s disease. The anterior and inferior walls 
of the right frontal sinus were removed; the sinus was thus 
completely obliterated. The wound was left widely open 
and packed with gauze. Dr. Clowes said that two attempts 
had been made to close it, but there was still a small 
opening; a third attempt would be made later. 


Ophthalmic Conditions. 


Dr. GoprREY APPEL showed a number of patients with 
ophthalmic disorders. The first was a male, aged twenty-five 
years, who had first complained of diplopia when fatigued a 
year earlier. He was given prisms at first, but later had to 
have one eye occluded. Months later nystagmus and hippus 
developed, and the diagnosis of disseminated sclerosis was 
established with the onset of hemiparesis and the charac- 
teristic scanning speech. No optic neuritis had developed. 

The second patient, aged thirty-nine years, had congenital 
cataracts which had been confused with an early occupa- 
tional cataract change. Dr. Appel pointed out how easy 
it was to confuse congenital cataracts in adults with early 
senile changes and to attach an undue significance to them. 

Dr. Appel’s third patient, aged nine years, had had an 
inflamed and sore eye, which was found to be due to an 
intraocular foreign body lying on the iris in the anterior 
chamber. There appeared to be no wound of entry; but 
the slit-lamp microscope revealed a recently hexied corneal 
sear. The foreign body was removed by means of an iridec- 
tomy of the portion of the iris entangling the mass. The 
result was excellent. 

The fourth patient, aged forty-three years, suffering from 
keratoconus, had had one eye treated by corneo-scleral 
trephining, with improvement in visual acuity. 

Dr. Appel next showed a male patient, aged sixteen years, 
who in the last two years had suffered from night blindness. 
He could not control his bicycle at dusk and ran into 
things when riding it. There had been no reduction in 
visual acuity. He had primary pigmentary degeneration of 
the retina. 

Dr. Appel finally showed a number of other patients, 
including a patient who had had a retinal detachment which 
had been successfully treated by the technique of diathermy 
and scleral trephining. 


Ovalocytosis. 


Dr. DovuGtas ANDERSON showed films made from the blood 
of four persons whose red blood corpuscles were oval in 
shape; a film of the blood of Camelus dromedarius, a 
mammal whose red corpuscles are normally oval, was shown 
also for comparison. The first film, from the blood of a 
woman aged sixty-four years, suffering from osteo-arthritis, 
had been exhibited at a previous meeting of the Branch, 
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man, aged twenty-nine years, suffering from spinal tuber- 
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The second film was made from the blood of a | 


culosis; the condition of ovalocytosis was recognized by Miss | 


D. Goldsmid while she was making a differential leucocyte 
count. The third film was made from the blood of this 
patient’s father, aged fifty-nine years; he was in good health, 
but X-ray examination of his chest revealed an apparently 
healed tuberculous process. The fourth film was made from 
the blood of a girl, aged twenty-two years, suffering from 
Pulmonary tuberculosis; the ovalocytes had been easily 
recognized in the counting chamber during the process of 
making a red-cell count. 


Sclerodermia and Morpheea. 


Dr. Anderson also showed a woman, aged fifty-one years. 
who suffered from diffuse sclerodermia, and a boy, aged 
nine years, who exhibited localized sclerodermia (morphcea) 
on the temple and neck, with considerable atrophy of the 
subcutaneous tissues in and about the affected region. 


Chronic Duodenal Ulcer in a Child. 


Dr. Anderson also showed a boy, aged twelve years, who 
had had symptoms of chronic duodenal ulcer during the 
past four years. The ulcer was demonstrated radiologically 
and successfully treated with a liberal non-irritant diet and 
antacid powders. 


Inflammatory Obstruction of the Duodenum. 


Dr. W. W. INGRAM and Dr. V. M. CoppLeson showed a 
married woman, aged fifty-three years, who had been 
admitted to hospital on April 30, 1940. For eighteen months 
the patient had had increasing weakness, shortness of 
breath and palpitation. Movement brought on nausea, and 
for the last ten days or more she had been vomiting yellow 
fluid and undigested food. She had lost all sense of taste 
and her appetite had gone. There had been progressive 
loss of weight for six months. She had complained of pain 
on exertion in the upper part of the abdomen and of 
generalized abdominal pain of ten days’ duration. For the 
last two weeks she had been very constipated and had had 
to resort to enemata. The faces were occasionally black. 
She gave a history of menorrhagia of more than twelve 
months’ duration; this was found to be due to a small 
fibroid. 

On examination the patient was emaciated and extremely 
pale. She was restless and her mucous membranes were 
very pale. A mass was felt in the epigastrium, which was 
not tender. QM&dema of the ankles was present. A _ blood 
count on her admission to hospital gave the following 
information: the erythrocytes numbered 3,100,000 and the 
leucocytes 14,800 per cubic millimetre; the hemoglobin 
value was 30%. 

Shortly after her admission to hospital the patient vomited 
undigesied food, particles of which were spinach which she 
had eaten two days previously. An X-ray examination after 
a barium meal revealed the presence of an advanced 
obstruction at the pylorus; almost all the meal was present 
at six hours. The appearance suggested a slowly growing 
malignant tumour. 

After a blood transfusion on May 10, 1940, laparotomy 
was performed and a mass measuring one and a half inches 
by one inch was found in the first part of the duodenum 
perforating into the pancreas; it was considered to be 
inflammatory. The mass was so hard and fixed as to be 
irremovable, and gastro-enterostomy was carried out. After 


the operation the patient had considerable melena and 


several small hematemeses; the number of erythrocytes fell 
to 2,200,000 and the hzemoglobin value to 26%. Favourable 
progress had been made and the patient at the time of the 
meeting was quite well. 


Pyzemia. 


Dr. V. M. CoppLeson showed a male patient, aged sixteen 
years, a golf-caddy, who had been admitted to hospital on 
January 4, 1940. He had been struck on the right knee by 
a golf ball six weeks earlier, and pain, especially on move- 
ment, was present during the following week. There was 
a recurrence of pain two days prior to his admission to 
hospital the pain was situated above the right knee cap and 
below and medial to the right tibial tuberosity. 

Examination revealed tenderness, most pronounced just 
above the right patella, and redness and swelling below the 
patella. There was limitation of movement of the knee 
joint. The boy’s temperature was 101°8° F. and he appeared 
extremely ill. On January 5, 1940, a culture of the blood 
yielded colonies of Staphylococcus aureus hemolyticus. On 
January 6, 1940, the medial aspect of the lower end of the 
femur was opened and pus and blood clot were evacuated. 
the knee was then fixed in plaster of Paris. The patient 
remained very ill. Extensive “M & B 693” therapy was 
used. Glucose and saline solution were administered intra- 
venously. On January 12, 1940, the right elbow became 
swollen and tender. Through a needle inserted in the 
elbow joint pus containing staphylococci was withdrawn. 
The elbow was then fixed in plaster of Paris. On January 
19, 1940, cough was present. An X-ray examination revealed 
areas of septic pneumonia. On February 20, 1940, a further 
incision was made in the right femur on the lateral aspect, 
pus was evacuated. On March 4, 1940, a blood transfusion 
was given, with great improvement in the patient’s general 
condition. On March 14, 1940, the right femur was examined 
radiologically and advanced osteomyelitis was revealed. The 
plaster cast had been removed from the arm and full move- 
ment of the elbow joint was present. On May 8, 1940, the 
patient complained of discomfort in the upper end of the 
right ulna, but there was no limitation of movement. An 
X-ray examination revealed chronic osteomyelitis of the 
ulna. A plaster cast was reapplied. 


Dr. Coppleson also showed a male patient, aged three 
years, who had been admitted to hospital on September 16, 
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1939. He had sustained an injury to the right great toe 
ten days previously, and the toe had been inflamed for five 
days. Pain and flexion deformity of the left knee had been 
present for four days. 

On examination a subcutaneous abscess was found on the 
dorsum of the right great toe, and right femoral adenitis 
was present. The left knee was shiny, hot and swollen, 
and held in right-angle flexion. The temperature was 
100-6° F., and the pulse rate was 124 per minute. An X-ray 
examination revealed no bony involvement in the leg. 

The subcutaneous abscess on the toe was immediately 
drained. On September 18, 1939, the knee joint was aspirated, 
but no pus was obtained; the lower end of the femur was 
drilled and only a little fluid escaped. The child remained 
very ill, with a temperature of 101° to 105° F. On September 
24, 1939, multiple abscesses developed in the left ankle, 
behind the left knee and at two places in the left scapular 
region. On September 25, 1939, a blood culture yielded 
colonies of Staphylococcus aureus hemolyticus. These and 
subsequent abscesses were fomented until they became 
localized, and then drained. In October, X-ray examinations 
revealed osteomyelitis of the left femur and left humerus. 
In November septic bronchopneumonia developed; this was 
not thrown off till late in December. Subsequently osteo- 
myelitis developed in the left scapula and the lower end of 
the right humerus. 

Treatment consisted of drainage of the abscesses as they 
developed and the fixation in plaster of Paris of the limbs 
affected by osteomyelitis. ; 


Psoas Abscess following Appendicectomy in Pregnancy. 


Dr. V. M. CoppLeson AND Dr. ANGUS MURRAY showed a 
female patient, aged thirty-four years, a Yugo-Slav, who 
had been admitted to the Manly District Hospital on 
September 14, 1939, suffering from acute appendicitis, and 
appendicectomy had been performed. Later a psoas abscess 
had developed, which was drained. A flexion deformity of 
the hip appeared, and treatment on a Jones’s frame was 
attempted; but it could not be tolerated. The patient was a 
primigravida, in the fifth or sixth month of pregnancy. 

Examination revealed that the woman was pale, she had 
an olive complexion. In the abdomen were two wounds, a 
right lower paramedian incision and a wound two inches 
long parallel to the inguinal ligament; from the latter 
wound pus and a little feces were being discharged. There 
was tenderness in the right flank, and the uterus was 
enlarged up to the umbilicus. The right thigh was held 
in 45° of flexion. The patient’s temperature was 98° F., 
and her pulse rate 88 per minute. A blood count gave the 
following information: the erythrocytes numbered 3,400,000 
and the leucocytes 7,700 per cubic millimetre, and the hzmo- 
globin value was 52%. An X-ray examination revealed no 
abnormality in the hip joint, bony pelvis or lumbar portion 
of the spine. 

On January 4, 1940, a transfusion of one pint of blood 
was given. On January 12, 1940, lipiodol was injected into 
the sinus. On January 16, 1940, operation was performed. 
A fecal fistula was found connecting the large bowel extra- 
peritoneally with the sinus and surrounded by a psoas 
abscess. The sinus was explored, the fistula was closed by a 
purse-string suture, and the psoas abscess was evacuated 
of much foul-smelling pus; the whole area was drained by 
two tubes through the sinus opening and one in the flank 
posteriorly. On January 18, 1940, the patient was given 
intravenously two pints of a 10% solution of glucose in 
saline solution. On January 20, 1940, four pounds’ extension 
was applied to the right leg by adhesive plaster. On 
January 23, 1940, the hemoglobin value of the patient’s 
blood was 54%: a transfusion of one and a quarter pints 
of blood was given. On January 25, 1940, the right hip was 
fully extended. On February 10, 1940, the patient was 
walking with assistance; there was only a small quantity 
of fecal discharge from the sinus. On March 20, 1940, the 
patient was feeling well; there was only a very slight 
purulent discharge from the sinus. 

On March 29, 1940, the patient went into labour. The 
sinus was walled off by gauze held with adhesive strapping. 
The patient was delivered of a living female infant weighing 
five pounds five and three-quarter ounces. On April 20, 
1940, there was a slight discharge from the sinus, which was 
nearly closed; the puerperium was normal. The patient 
was discharged from hospital. 


A Case for Diagnosis. 


Dr. A. E. ASPINALL showed a female patient, aged forty 
years, who had been admitted to hospital on May 28, 1940, 
having been ill for a week with severe pain in the back 
and vomiting. 

On examination she was found to have a temperature of 
98° F.; the pulse rate was 80 per minute. The systolic 
blood pressure was 140 and the diastolic pressure 90 milli- 


metres of mercury. The respirations numbered 30 per 
minute. The patient was mentally confused and somewhat 
restless. Examination of the central nervous system gave 
the following information. The right pupil was smaller 
than the left and reacted sluggishly. The patient stated that 
she was seeing double with the right eye. Slight impairment 
of the right lateral rectus and slight papilledema of both 
fundi were noted, but apart from this the cranial nerves 
were intact. There was no loss of sensation, muscular power 
or coordination. Kernig’s sign was not elicited and there 
was no neck rigidity. Apart from an indefinite plantar 
response on the right side the reflexes were normal. No 
abnormality was detected in other systems. The urine was 
acid, its specific gravity was 1,015 and it contained acetone; 
apart from that it was normal. 

On May 29, 1940, lumbar puncture was performed and about 
20 cubic centimetres of clear fluid under increased pressure 
were withdrawn. This caused a temporary decrease in the 
headache and an improvement in the mental condition; but 
the nervous signs were still present. On June 4, 1940, a 
second lumbar puncture was performed, with the same 
results. On June 8, 1940, the patient was suffering again 
from severe headache. For three days she was so mentally 
deranged that she had to be kept in restriction. On June 11, 
1940, lumbar puncture was performed again with the same 
results. After this last lumbar puncture the patient felt 
very well, though she was slightly confused at times. The 
nervous signs were the same as on her admission to 
hospital. She left hospital against medical advice on 
June 15, 1940. The temperature throughout remained 
normal, with occasional rises to 99° F. 

Dr. Aspinall said that a number of investigations had been 
carried out. On May 29, 1940, the cerebro-spinal fluid was 
found to contain 685 milligrammes of sodium chloride and 
0-09 milligramme of protein per 100 cubic centimetres; 
there were 51 cells per cubic millimetre, 50 being lympho- 
cytes and one a polymorphonuclear cell. No organisms were 
seen and the fluid was found to be sterile. 

On June 2, 1940, the cerebro-spinal fluid was examined 
again; it contained 0-02 milligramme of sugar, 01 milli- 
gramme of protein and 640 milligrammes of sodium chloride 
per 100 cubic centimetres. The fluid contained 108 cells per 
cubic millimetre, 55 being erythrocytes and 73 lymphocytes. 
No organisms were seen and the fluid was found to be 
sterile. A further examination of the cerebro-spinal fluid 
was made on June 11, 1940; no organisms and no torula were 
seen and the fluid was sterile. A blood count gave the 
following information: the erythrocytes numbered 4,900,000 
per cubic millimetre, the hemoglobin value was 79% and the 
colour index was 0°8; the leucocytes numbered 7,700 per 
cubic millimetre, 56% being neutrophile cells, 33% lympho- 
cytes and 11% monocytes. An X-ray examination revealed 
no abnormality in the thorax or skull. Neither the blood 
nor the cerebro-spinal fluid reacted to the Wassermann or 
the Kline flocculation test. Symptomatic treatment and 
lumbar puncture were the only therapeutic measures taken. 


Thrombosis of the Inferior Vena Cava. 


Dr. C. W. Srnciatk showed an unmarried male patient, 
aged twenty years, who had been admitted to hospital on 
February 10, 1940. He had been quite well until two weeks 
before his admission to hospital, when, while walking rapidly, 
he experienced sudden and severe pain in the centre of 
the abdomen. This was present off and on up till the time 
of his admission to hospital, and had occasionally radiated 
to the left loin. There had been no vomiting, diarrhea or 
other alimentary symptoms except some loss of appetite for 
the two weeks. For twelve hours before his admission to 
hospital he had noticed a feeling of fullness in the right 
thigh. There were no symptoms referable to the urinary, 
cardio-vascular or hematopoietic systems. 

Physical examination revealed extreme tenderness of the 
right inguinal region. There was no enlargement of the 
inguinal glands and no evidence of hernia. CM®dema of the 
right leg and thigh was present; the left leg was normal. 
The temperature was 100°. F. There was no tenderness of 
the abdomen and no tumours were palpable. Examination 
of other systems failed to reveal any abnormality. A rectal 
examination revealed a normal prostate and no tenderness. 

Two days after the patient’s admission to hospital both 
legs and thighs were tense and cedematous and there was 
considerable tenderness in both inguinal regions. The tem- 
perature was still about 100° F. and he complained of a 
dull ache in both legs. On February 20 there was some 
tenderness in the right side of the hypochondrium, and two 
days later the liver margin was palpable and very tender. 

From February 26 ascites gradually developed, but had 
disappeared one month later; the cedema of the legs was 
still present at the time of the meeting. On April 1 a 
distension of the superficial veins of the abdominal wall was 
first noticed; this gradually increased, and at the time of 
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the meeting was pronounced. A well-established collateral 
circulation between the femoral veins and the superior vena 
cava was obvious. The patient had a persistent intermittent 
pyrexia; the temperature never rose higher than 100° F. 
and settled down at the end of March. 

Several blood counts were made. On February 12, 1940, 
the erythrocytes numbered 4,300,000 and the leucocytes 10,700 
per cubic millimetre; the hemoglobin value was 73%, and 
the differential leucocyte count revealed no abnormality. 
On March 4, 1940, the erythrocytes numbered 3,500,000 and 
the leucocytes 6,100 per cubic millimetre; the hzemoglobin 
value was 65% and a differential leucocyte count revealed 
no abnormality. On February 12, 1940, the blood serum did 
not react to the Wassermann or the Kline flocculation test. 
Attempts at blood culture were unsuccessful on February 14, 
1940, and on March 12, 1940. An _ electrocardiographic 
examination revealed no abnormality. 


Aleuchzemic Leuchzemia. 


Dr. Sinclair next showed a male patient, aged twenty-three 
years, who had been admitted to hospital on March 16, 1940, 
with a history of dyspnea on exertion and of pain in the 
left side of the chest for five weeks following a very severe 
sore throat. 

Examination revealed extreme pallor, but no enlargement 
of the lymph glands, spleen or liver. Various investigations 
revealed the following facts: pronounced hypochlorhydria 
was present, the blood was sterile, there was an indirect 
positive reaction to the Van den Bergh test, and the plasma 
bilirubin content was 0°13 milligramme per 100 cubic centi- 
metres. The axillary lymph glands had become enlarged 
since the patient’s admission to hospital, and the following is 
the report of a biopsy of one of them made on April 26, 1940: 


The normal architecture of the lymph node is in places 
unrecognizable. Lymphoid tissue and germ centres are 
for the most part confined to a marginal zone. In other 
parts the lymphoid tissue is replaced by masses of 
undifferentiated pale cells, among which are many 
mitotic figures. Between these masses of cells is a fine 
reticulum in which are polymorphs and lymphocytes 
and an occasional nucleated red cell. 


Since his admission to hospital the patient had had an 
irregular pyrexia, the temperature rising to 101° F. An 
X-ray examination of the bones and of the lungs revealed 
no abnormality; an X-ray examination of the mediastinum 
yielded no evidence of enlarged lymph glands. There had 
been very little improvement in the blood picture as a 
result of three transfusions. 

At the time of the meeting severe anemia was present 
and the left axillary lymph glands were slightly enlarged, 
firm and mobile. There was a tumour in the right axilla 
at the site of removal of the gland; it was freely movable. 
It appeared to be a recurrence at the site of operation, but 
it might be another gland enlarging rapidly. There was 
no enlargement of the liver, the spleen or the lymph glands 
in any other area accessible to palpation. Numerous sub- 
cutaneous abscesses were present; Staphylococcus aureus 
was the infecting organism. Loud pulmonary and mitral 
systolic hemic murmurs were present. 

A series of blood examinations since the patient’s admission 
to hospital gave the following information. The highest 
number of erythrocytes per cubic millimetre was 2,300,000 
and the lowest was 1,200,000. The hemoglobin value had 
varied between 23% and 47%, and the colour index between 
1:26 and 0-96. The percentage of reticulocytes was 7-0 after 
one week of liver therapy, but no reticulocytes had been 
present since then. On the patient’s admission to hospital 
the leucocytes numbered 3,000 per cubic millimetre; 36% 
were neutrophile cells and 53% were lymphocytes. On 
May 9, 1940, the leucocytes numbered 6,500 per cubic milli- 
metre; 19% were neutrophile cells, 56% were lymphocytes, 
and 21% were immature cells, mostly “blast” forms. The 
comment on this blood count was the following: 


The picture indicates a profound disturbance of 
hemopoiesis and is leuchemoid in type. The histo- 
logical appearances of the excised axillary gland are 
far more suggestive of neoplasm than of leuchzemic 
infiltration. 


On June 10, 1940, the leucocytes numbered 8,500 per cubic 
millimetre; 42% were neutrophile cells, 30% were lympho- 
cytes, and 27% were immature cells. The highest number 
of leucocytes had been 9,500 per cubic millimetre. On 
June 20, 1940, Dr. E. M. Little made the following comment: 


In view of the persistent and severe anemia with the 
presence of nucleated red cells, the increase in number 
and degree of immaturity of the white cells and the 
diminished number of blood platelets, I am at present 
inclined to regard this as a case of aleuchemic leuchemia 
in spite of the somewhat unusual histological appear- 
ances of the excised lymph node. 


Dr. Sinclair said that a sternal puncture would be carried 
out in an attempt to arrive at a definite diagnosis. 


Hydatid Disease in the Pleural Cavity and 
Subphrenic Region. 


Dr. C. W. SinciatrR and Dr. H. H. JAMIESON showed a 
female patient, aged six years, who had been admitted to 
hospital on March 11, 1940. She had had pain in the right 
side of the chest for one week and dyspneea for one week. 

On examination there was a friction rub over the base of 
the right lung. The liver was enlarged, and it increased in 
size until it reached the level of the umbilicus in a few days. 
An X-ray examination revealed dulness over the middle and 
lower lobes of the right lung, suggesting pneumonia. A 
blood count gave the following information: the erythro- 
cytes numbered 3,700,000 per cubic millimetre, and the 
hemoglobin value was 49%; the leucocytes numbered 15,400 
per cubic millimetre, 65% being neutrophile cells, 31% 
lymphocytes, 3% monocytes, and 1% eosinophile cells. A 
pleural effusion replaced the friction rub anda clear, straw- 
coloured, sterile fluid was aspirated on March 20, 1940. No 
abnormal cells were found and no hooklets were seen. There 
was no reaction to the Wassermann test, the Casoni test 
or the complement fixation test for hydatids. An X-ray 
examination at this time was not suggestive of hydatid 
cyst, but it indicated that part at least of the abdominal 
tumour was due to an enlarged kidney. An excretion 
pyelogram was made; this revealed great enlargement of the 
right kidney with deformity of the calyces. Dr. Silverton 
considered the latter to be due to pressure from outside 
the kidney rather than to a neoplasm within its substance. 
The child had moderate pyrexia and the leucocytes increased 
in number to 18,100 on April 1, 1940. 

On April 24, 1940, the pleural cavity was explored through 
the ninth intercostal space. The needle was first inserted 
anteriorly into the subphrenic space and clear fluid was 
found. The needle was then passed through the ninth inter- 
costal space posteriorly in an upward direction, and clear 
fluid was again withdrawn; through the same space the 
needle was then passed again down through the diaphragm 
and pus was found and aspirated. Portion of the ninth rib 
was then resected, and through the incision a large amount 
of clear fluid was removed, followed by a large hydatid 
ectocyst. A needle was again inserted through the diaphragm 
from the cyst cavity and clear fluid was withdrawn. The 
hydatid cysts present were therefore the following: a 
cyst in the pleural cavity, a cyst in the subphrenic region 
and an abscess in the subphrenic region, the last being no 
doubt a suppurating cyst. Immediately after operation the 
percentage of eosinophile cells rose to 32 and the comple- 
ment fixation test for hydatids produced a positive reaction. 
Since operation the patient had been apyrexial and the liver 
and kidney swellings had completely disappeared. Neither 
clinical nor radiological examination revealed any abnor- 
mality in the lung. There was no evidence at the time of 
the meeting pointing to activity of the remaining hydatid 
cysts. 


Carcinoma of the Stomach Diagnosed at Gastrotomy. 


Dr. H. H. JAMIESON showed a male patient, aged fifty-four 
years, who had been admitted to hospital on July 7, 1939, 
with a provisional diagnosis of prepyloric ulcer or carcinoma 
ventriculi. The history was one of “soreness” in the 
epigastrium of twelve months’ duration and of loss of weight 
(ten pounds in twelve months). 

On the patient’s admission to hospital several investiga- 
tions were carried out. Examination by means of a test 
meal revealed complete achlorhydria, even after histamine. 
An X-ray examination after an opaque meal revealed the 
presence of a prepyloric ulcer; there was no residue and the 
cap was clear. It was impossible to exclude early malignant 
disease. A gastroscopic examination revealed an ulcer on 
the lesser curvature; this was thought to be malignant. 

On August 9, 1939, laparotomy was performed, and on 
palpation of the stomach a movable mass was felt. The 
stomach was then opened and the mass was shown to be 
redundant mucosa. However, a healed ulcer was found in 
the prepyloric region, and a hard lump near the cardiac 
orifice; a section of the latter was removed for pathological 
examination. The following report on this specimen was 
given: 

The tumour is an adeno-carcinoma. No normal mucous 
membrane is recognizable. There is extensive infiltration 
of the stomach wall. 


As a result of these findings, on September 13 partial 
gastrectomy was performed and a very large proportion of 
the stomach, including the neoplasm, which was high up, 
was removed. Pathological examination of the excised. 
section of stomach revealed little penetration by the car- 
cinoma and no involvement of regional lymph nodes. 
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The patient was discharged from hospital on October 20, 
quite well and gaining in weight. An X-ray examination 
before his discharge from hospital showed that the stoma 
was functioning well. 


Chronic Inversion of the Uterus. 


Dr. O. RoBerTson showed a patient, a primipara, who, after 
an uneventful pregnancy, was on May 8, 1940, normally 
delivered of a living female infant. The placenta, having 
been retained for one hour forty-five minutes after delivery, 
was manually removed under general anesthesia. It was 
found to be densely adherent over approximately two-thirds 
of its surface, and during the removal the uterus was 
partially inverted. This was replaced, a small dimple being 
left in the fundus. The patient suffered severely from shock, 
and glucose in saline solution was administered intra- 
venously. She progressed well. 

A vaginal examination was made on May 31, 1940, and 
the uterus was found to be completely inverted; it was 
approximately three inches by two inches by one inch in 
size and was lying completely in the vagina. The patient 
had been quite comfortable and had not complained in 
any way. 

On June 4, under general anesthesia, these findings were 
confirmed and the uterus was replaced in the abdomen by 
steadying of the cervix and by pressure on the inverted 
uterus. The iodoform gauze packing was removed from the 
uterus and vagina on the following day and an intrauterine 
douche was given. The patient was again examined per 
vaginam on June 12, when the uterus was found to be 
lying completely within the abdomen in a retroflexed position, 
the cervix being downwards and backwards and the os 
transverse and closed. 


Pulmonary Conditions. 


Dr. Correr Harvey, Dr. Bruce Wuite and Dr. M. P. 
SusMan, of the pulmonary unit, showed several patients 
with pulmonary conditions. Their first patient was suffering 
from pulmonary tuberculosis with acquired dextrocardia 
due to complete atelectasis of the right lung. This patient’s 
history had already been reported by Dr. Cotter Harvey and 
Dr. Bruce White in THe Meptcat JouRNAL oF AUSTRALIA of 
May 4, 1940, at page 613. At the time of the meeting the 
patient was feeling well and there had been no substantial 
change in her condition as reported previously. 


The second patient was a man who was suffering from 
pulmonary tuberculosis and had congenital dextrocardia. 
He was shown as a contrast to the preceding patient, as the 
position of the heart in the right hemithorax was due to a 
congenital abnormality. In addition there was complete 
transposition of all his viscera. The patient had reported to 
hospital on account of symptoms associated with fibroid 
phthisis, and these abnormalities had been found on routine 
examination. 

Dr. Harvey, Dr. White and Dr. Susman then showed a 
roll of 35 millimetre miniature films; this also demonstrated 
congenital and acquired dextrocardia. The series of 34 
films had been taken during the routine examination of 
applicants for enlistment in the Australian Imperial Force, 
and was interesting in view of five gross abnormalities found; 
these were: (a) bilateral pulmonary tuberculosis, (b) 
silicosis, (c) acquired dextrocardia due to atelectasis of the 
lower lobe of the right lung, associated with hydatid disease, 
(d) congenital dextrocardia, (e) unilateral pulmonary 
tuberculosis. 

X-ray films from two cases of pneumonia radiologically 
simulating pulmonary tuberculosis were then shown. In 
both cases there were areas of infiltration in the upper zone 
region which were suggestive of an infection by the Koch's 
bacillus. In neither case did the Mantoux test produce a 
reaction, and several weeks later reexamination by X rays 
revealed no evidence of any abnormal pulmonary condition. 
These films were shown to illustrate the fallacy of regarding 
all radiological shadows, especially in the upper lobes, as 
being tuberculous in origin. They also indicated the value 
of the Mantoux test. 

Three patients were then shown who were suffering from 
bronchiectasis and had been treated surgically. The first, 
a young man, aged eighteen years, was suffering from 
bronchiectasis of the lower lobe of the left lung. The 
condition was unilateral, and as the patient had had very 
severe and numerous hemoptyses, it was decided to recom- 
mend total extirpation of the affected lobe. He was admitted 
to hospital for preliminary induction of artificial pneumo- 
thorax on the affected side, followed by poudrage. Six 
weeks later thoracotomy was performed and the lower lobe 
‘was removed. Very little respiratory and other post- 
operative distress was experienced. At the time of the 
meeting, one week after operation, his condition was 
extremely satisfactory. An X-ray examination had re 


that the whole of the left side of the thorax was occupied 
by the expanded upper lobe. 

Two children were shown, both suffering from extremely 
advanced bronchiectasis; cauterization of the lung at 
frequent intervals was being undertaken. It was proposed 
to make full reports of these cases and of the procedures 
adopted at a later date. 


(To be continued.) 


Medical Societies. 


THE MEDICAL SCIENCES CLUB OF SOUTH 
AUSTRALIA. 


A MEETING of the Medical Sciences Club of South Australia 
was held at the University of Adelaide on May 3, 1940. 


The Physical Basis of Colour. 


Proressor J. A. Prescott read a paper on the physical 
basis of colour. He stated that the colour of objects, 
whether seen by reflected or transmitted light, was most 
accurately defined by means of spectrophotometric curves, 
which specified the amount of incident light reflected or 
transmitted at each wave-length. For comparative purposes 
the standard for reflected light was a block of magnesium 
oxide or the same oxide freshly deposited on a _ bright 
aluminium foil. Magnesium oxide reflected 98% of the 
incident light. 

For practical use standard sets of colour had been 
developed in such compilations as those of Ridgway, Ostwald 
and the Munsell! Colour Company. 

Colour was defined in terms of hue or dominant wave- 
length, value, brilliance or brightness, and chrome, satura- 
tion or purity. Both the Ostwald and Munsell systems made 
use of these concepts, and by means of the Maxwell spinning 
device most colours could be matched. Agricultural standards 
were available, for example, for soils, hay and manufactured 
tomato products. 

The International Commission of Illumination had 
developed methods based on trichromatic coefficients in terms 
of three standard primary colours: blue, green and reddish 
purple. The locus of the dominant wave-length of saturated 
colours had been defined in terms of the _ trichromatic 
coefficients, and any colour was defined in terms of its tri- 
chromatic coefficients, one of which, the Y factor, deter- 
mined also the brightness. The illuminant to be used was 
also standardized. 

Instruments had been devised, notably one by Donaldson, 
of the National Physical Laboratory, for the specification 
= yo in these terms, following principles laid down 
y q 


The Physiological and Pathological Aspects of Colour. 


Dr. T. L. McLarty read a paper on the physiological and 
pathological aspects of colour. He dealt with the evolution 
of the colour sense, pointing out that it was a much more 
recently acquired faculty than the appreciation of light 
itself and of form, and that there was evidence to show that 
some of the savage races had a defective colour sense 
compared with that of more civilized peoples. 

Dr. McLarty drew attention to the fact that the retina 
was not uniformly colour-sensitive under ordinary con- 
ditions of illumination, the periphery being achromatic, while 
the field became progressively smaller from blue to green, 
this being of clinical interest. He went on to speak of the 
phenomena of induction with their effects on colour apprecia- 
tion, both from the theoretical and practical aspects, pointing 
out that even in 1519 Leonardo da Vinci realized the possi- 
bilities of spatial induction. 

The theories of colour vision were discussed, Dr. McLarty 
pointing out that while there were convincing features in 
most of them, none completely explained the known facts 
of colour vision and that someone had yet to formulate a 
completely satisfactory theory from one or both schools of 
thought—physiological and psychological—on the subject. 

Dr. McLarty then discussed the anomalies of colour sense, 
stressing the importance of an adequate colour sense, par- 
ticularly in those engaged in the various transport services 
on land, sea or in the air. The various degrees of colour 
blindness were dealt with, and the tests for the detection of 
defects in the colour sense. 

The perversions of colour sense were discussed and Dr. 
McLarty referred to the importance of the detection of 
colour in the visual field in the diagnosis of such conditions 
as tobacco amblyopia, p ve optic atrophy, glaucoma 
and disseminated sclerosis. 
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Maval, Wilitary and Air force. 


APPOINTMENTS. 


Tue following appointments, changes et cetera have been 
promulgated in the Commonwealth of Australia Gazette, 
Number 220, of October 31, 1940. 


AUSTRALIAN MILITARY FORCEs. 
NORTHERN COMMAND. 


First Military District. 
Australian Army Medical Corps Reserve. 
The appointments of Honorary Captains A. W. Raymond 
and P. R. Delamothe are terminated, 18th February, 1940, 
and 11th March, 1940, respectively. 


EASTERN COMMAND. 
Second Military District. 
Australian Army Medical Corps. 

Lieutenant-Colonel A. M. McIntosh, from the Appoint- 
ment of Assistant Director of Medical Services, Eastern 
Command, is appointed Deputy Director of Medical Services, 
Eastern Command, and to be Colonel (temporarily), 9th 
August, 1940; Captain (Temporary Major) J. R. Shannon 
is appointed to command the 2nd Cavalry Field Ambulance, 
ist August, 1940, vice Lieutenant-Colonel E. M. Sheppard, 
seconded to the A..F. Major M. S. S. Earlam from the 
appointment of Deputy Assistant Director of Medical 
Services, 1st Division, is appointed to command the 3rd 
Casualty Clearing Station and to be Lieutenant-Colonel 
(temporarily), 1st August, 1940. Honorary Captain R. 8. 
Day is appointed from the Reserve of Officers (A.A.M.C.) and 
to be Captain (provisionally), 30th June, 1940. (This cancels 
the notification respecting this officer which appeared in 
Executive Minute No. 175/1940, promulgated in Common- 
wealth Gazette, No. 190, of 12th September, 1940.) Major 
J. C. Shand is transferred to the Reserve of Officers 
(A.A.M.C.), 15th September, 1940. 


Australian Army Medical Corps Reserve. 

To be Honorary Captains—Eric Hyman Freidman and John 
Gribben, 12th July, 1940, and 29th July, 1940, respectively. 
(This cancels the notification respecting these officers which 
appeared in Executive Minute No. 175/1940, promulgated in 
Commonwealth Gazette, No. 190, of 12th September, 1940); 
David Irving Low and John Angelo Bassetti, 19th September, 
1940, and 30th September, 1940, respectively. 


SOUTHERN COMMAND. 
Third Military District. 
Australian Army Medical Corps. 

Lieutenant-Colonel G. S. Robinson, M.C., from the com- 
mand of the 6th Field Ambulance, is appointed Assistant 
Director of Medical Services, 4th Division, and to be Colonel 
(temporarily), 26th August, 1940, vice Colonel A. P. Derham, 
M.C., seconded to the A..F. 


Australian Army Medical Corps Reserve. 
The resignation of Honorary Lieutenant A. M. McFarlane 
of his commission is accepted, 5th July, 1940. 
WESTERN COMMAND. 
Fifth Military District. 
Australian Army Medical Corps: Hygiene Service. 


To be Captain (provisionally)—Samuel William Smith, 9th 
August, 1940. 


Seventh Military District. 
Australian Army Medical Corps. 


Honorary Lieutenant J. H. Lane is appointed from the 
Reserve of Officers (A.A.M.C.), 3rd Military District, 16th 
January, 1940, and to be Captain (provisionally). 


Correspondence. 


VACCINATION AFTER EXPOSURE TO 
WHOOPING COUGH. 


Sir: Attached to this hospital is a convalescent home, 
situated on the beach front at Collaroy, and accommodating 


approximately one hundred patients in three separate wards. 
Two of these are glass-enclosed, and one, containing about 
forty beds, is in the form of a large veranda, completely 
open on one side and with the beds arranged in several 
rows. This veranda forms a thoroughfare to the playing 
grounds, and at all times there are some children ambulant 
and moving freely among the beds. The beds themselves 
are on wheels and the comparatively well children have 
learnt and thoroughly established the habit of leaning over 
to grasp the neighbouring bed and pull it close to their own. 
The same nursing staff attends the children of all three 
wards. Under such circumstances it can be readily under- 
stood that bed isolation is non-existent. 

Several months ago five children in this particular ward 
developed whooping cough, characterized by spasmodic cough 
and vomiting. Among the patients in the home at the time 
were forty children, of ages ranging from seventeen months 
to twelve years, who had not had whooping cough. They 
must be regarded as intimate contacts, because the con- 
ditions set out above had existed throughout the whole 
prespasmodic stage of the infected children. 

From then onward the forty children were nursed in a 
ward separate from the five infected children, but to some 
extent were still attended by the same nursing staff. Phase 1 
pertussis vaccine prepared by the Commonwealth Serum 
Laboratories was given to these forty children. The total 
dosage was twenty-five billion organisms, given in increasing 
doses at five-day intervals. The actual amounts given were 
0°25, 0°5, 0°75 and 1-0 cubic centimetre of strength C vaccine, 
which contains ten billion organisms per cubic centimetre. 
No case of whooping cough developed among the forty cases 
vaccinated, although one had a distinct coryza at the time 
of the first injection. This experience suggests that the 
phase 1 vaccine available from the Commonwealth Serum 
Laboratories, given in the small dosage used here, affords 
good protection of children recently exposed to pertussis. 

Yours, etc., 
D. G. HAMILTON, 
Medical Registrar. 
Royal Alexandra Hospital for Children, 
Camperdown, 
New South Wales. 
October 21, 1940. 


A WARNING. 


Sir: I would like to bring to the notice of the medical 
profession throughout northern New South Wales, through 
the columns of your paper, a man who is imposing upon 
the medical profession and hospitals of the State, who in 
my opinion is a morphine addict. 

This man stages feigned attacks of asthma and angina, 
and is perfectly content to remain in hospital, so long as 
morphine is administered. 

He is a short, dark, swarthy individual, about five feet 
six inches in height, sketches reasonably well, and has a 
tendency to move over the ward in hospital and generally 
make a nuisance of himself. 

Yours, etc., 

Tamworth, Kerru J. B. Davis. 
ew South Wales, 
November 1, 1940. 


EMPIRICISM IN MEDICINE. 


Sm: The leading article on “Empiricism in Medicine” is 
thought provoking. We are always on the fringe of medical 
knowledge because we have not the insight which would 
enable us to be logical. Hence the blind shot in the way of 
treatment. Let me give a few instances. Trachoma is 
supposed to be contagious and probably is to some extent. 
The Egyptian population is or has been suffering from 
trachoma to the extent of 80%. Yet of the hundreds of 
thousands of British troops in contact with them for four 
years not more than 100 infections occurred; Colonel Eason 
and myself estimated 50. What was the missing factor? 

There was in Egypt an abundance of gonorrhea, but that 
most serious condition, gonorrhceal ophthalmia, numbered 
about 11 cases so far as we know, and of these some were 
contracted elsewhere than in Egypt. Again what was the 
missing factor? 

Leprosy is supposed to be contagious, but as indicated in 
your review, isolation is discountenanced in Hawaii except 
in hopeless cases, and Europeans are rarely involved. 

I have seen many leprosy cases treated as ordinary out- 
patients. Some leprous married people produce healthy 
children. 
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Is it a wonder in view of such facts as these that 
empiricism holds the field? I agree with some physicians 
that some day there will be much less surgery, which will 
disappear because the mode of causation will be discovered 
and the causes unveiled. 

My recent record of spring catarrh treated by “Prontosil” 
and now approaching cure is an example of*treatment fol- 
lowing no logical principle because no one knows how this 
distressing disease is produced. We get hints from all sorts 
of biochemical investigations, but blind shots, that is, 
empiricism, will last for a long time to come. But to the 
extent it invites investigation and a solution of the cause 
of disease it may be of vast service. 

Finally I agree with Dr. Fitts, in whose recent article 
there was laid the scientific evaluation of results. 

Yours, etc., 

103-105, Collins Street, James W. BarRETT. 
Melbourne, C.1, 

November 4, 1940. 


Ciniversity Intelligence. 


THE UNIVERSITY OF SYDNEY. 


Chair of Obstetrics. 


Tue Senate of the University of Sydney has appointed 
Dr. Bruce Toomba Mayes, of Brisbane, to succeed Professor 
J. C. Windeyer in the chair of obstetrics, the appointment 
to date from February 1, 1941. 

Dr. Mayes graduated from the University of Sydney in 
1927 with first-class honours and Professor Windeyer’s prize 
for obstetrics. He held the Walter and Eliza Hall Travelling 
Research Fellowship in Obstetrics from 1929 to 1931. Prior 
to the award of the fellowship he was a resident medical 
officer at the Royal Hospital for Women in 1928 and 1929. 
In London he acted as assistant to the obstetrical unit of 
University College Hospital under Professor F. J. Browne. 
In 1930 he was assistant to the Universitaéts-Frauenklinik, 
Frankfurt-am-Main, under Professor Seitz. He was clinical 
tutor in obstetrics in 1929-1930-1931 at University College 
Hospital, London, and later in 1931 became the resident 
obstetric tutor at the Royal Hospital for Women, Sydney. 
Since the establishment of the medical school in Brisbane 
he has been one of the senior clinical lecturers and tutors 
to the medical students in the Brisbane Women’s Hospital. 
He is the senior visiting obstetrician to the Brisbane Women's 
Hospital, and is relieving gynecologist to the Brisbane 
Hospital. He has carried out important research work 
since 1929, is the author of papers published in scientific 
journals, and he has from time to time delivered numerous 
addresses to scientific societies. 

The appointment was made on the unanimous recom- 
mendation of the Professorial Board. 

Dr. Mayes is a Fellow of the Royal College of Surgeons of 
Edinburgh, a Fellow of the Royal Australasian College of 
Surgeons, and a Member of the Royal College of Obstetricians 
and Gynecologists of London. 


Dbituarp. 


WILLIAM HENRY COUTIE. 


WE regret to announce the death of Dr. William Henry 
Coutie, which occurred on November 1, 1940, at Melbourne, 
Victoria. 


Books Received. 


Organisation and Administration of Civil 
Services”, by G. B. Shirlaw, LR.C.P., 
R.C L.R.F.P. and &., with a foreword by O. Simonds, M.P., 
a y “introduction by c. Francis; 1940. London: Secker and 
Warburg; Australia: Angus and Robertson Limited. Demy 
8vo, pp. 302, with 70 diagrams and illustrations. Price: 15s. net. 

“The Neuroses in War”, by ore authors, under the editor- 
ship of E. Miller, M.A., b .M., with a concluding 
chapter by H. Crichton-Miller, F.R.C.P.; 1940. London: 
Macmillan and Company Limi hed. pp. 262. Price: 
10s. 6d. net. 

“Neurosyphilis (Syphilis of the Nervous System)”, by C. 
Worster-Drought, M.A., M.D., F.R.C.P.; 1940. London: John 
Bale, Sons and Staples Limited. Demy 8vo, pp. 255, with 
illustrations. Price: 10s. 6d. net. 


“Recent Advances in Endocrinology”, by A. T. Cameron, M.A., 
D.Se., #.1.C., F.R.S.C. ; Fourth Edition ; 1940. London: J. and A. 
Churchill Limited. "Demy 8vo, pp. 440, with illustrations. 
Price: 18s. net. 

“Catechism Series: Chemistry (lnorganic and preanic). 
Parts I and Il; Fifth Edition; 1940. Edinburgh: E. and S. 
Livingstone. Crown 8vo, pp. 152. Price: 1s. 6d. net. each part. 


Diary for the Month. 


Nov. 19.—New South Wales Branch, B.M.A.: ~~ Committee. 

Nov. 20.—Western Australian Branch, : neh. 

Nov. 21.—New South Wales Branch, ’B.M.A. : Clinical Meeting. 

Nov. 22.—Queensland Branch, B.M.A.: Council. 

Nov. 26.—New South Wales Branch, B.M.A.: Medical Polities 
Committee. 

Nov. 27.—Victorian Branch, B.M.A.: Council. 

Nov. 28.—South Australian Branch, ‘B.M.A.: Branch. 

Nov. 28.—New South Wales Branch, B.M.A.: Branch. 

Nov. 29.—Tasmanian Branch, B.M.A.: Council. 

Dec. 3.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee; Organization and Science 
Committee. 

Dec. 4.—Western Australian Branch, B.M.A.: Council. 

Dec. 4.—Victorian Branch, B.M.A.: Annual Meeting. 

Dec. 5.—South Australian Branch, ‘B.M.A.: Council. 

Dec. 10.—New South Wales Branch, B.M.A.: Ethics Committee. 

Dec. 10.—Tasmanian Branch, B.M.A.: Branch. 

Dec. 12.—New South Wales Branch, “B.M.A.: Branch. 

Dec. 13.—Queensland Branch, B.M.A.: Annual Meeting. 


Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, Lcendon, W C.1. 

New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association ; Ashfield 
and District United Friendly Societies’ Dispensary ; Balmain 
United Friendly Secieties’ Dispensary; Leichhardt and 
Petersham United Friendly Societies’ Dispensary ; Man- 
chester Unity Medical and Dispensing Institute, Oxford 
Street, Sydney; North Sydaey Friendly Societies’ Dis- 
rH Limited; People’s Prudential Assurance Company 

imited; Phoenix’ Mutual Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudentiad 
Association, Proprietary, Limited: Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association ; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225, 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Proserpine District 
Hospital. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement 
to the Council before signing. 

South Australian Branch (Honorary Secretary, 178, North 
Terrace, Adelaide). All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western (Honorary Secretary, 205, Saint 
George’s Terrace, Perth): Wiluna Hospital; ‘all Contract 
Practice appointments in ‘Western Australia. 


Editorial Motices. 


MANuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tue 
ae JOURNAL OF AUSTRALIA alone, unless the contrary be 
state 

All communications should be addressed to the Editor, THe 
MEDICAL JOURNAL OF AUSTRALIA. The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THe MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of pera unless such a notification is received within one 
mont 

SuBscripTIoN Rates.—Medical students and others. not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
—— and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 
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